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Explosion of Anesthetic Agents 


J. WARREN HORTON, D.Sc. 


that cyclopropane and ethylene, the new- 

comers in the field of anesthesia, are in some 
way responsible for the large number of explo- 
sions which have occurred during the past few 
years. As a matter of fact, statistics, although 
they are so meager that we can place little reli- 
ance in them, show that ethylene is responsible 
for a large number of deaths due to explosion. 


l many people’s minds is the growing belief 


When mixed with oxygen, ether forms explo- 
sive mixtures all the way from 2.1 per cent of 
ether to 82 per cent of ether. The most explosive 
mixture is somewhere around 6 or 7 per cent. 


Ether Vapor Forms Pockets 


One characteristic of ether vapor which should 
be taken into account is the fact that it has a 
tendency to form pockets. Ether vapor is heav- 
ier than air and is dispersed very slowly. It may, 
therefore, form pools near the floor, and if there 
are drapes over the table, it is quite likely to form 
pools under those drapes. Moreover, it can flow 
along the floor almost as water would flow, leaving 
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a stream of ether vapor. Several cases are on 
record in which ether has traveled along the floor 
and has finally reached the wall in the vicinity of 
an electrical outlet. Under those conditions if some- 
body should remove that outlet there would be a 
spark from the power circuit igniting the ether 
vapor at the wall. The stream of ether on the floor 
would then act exactly like a fuse, and the flame 
would travel along that fuse fairly slowly, but it 
would -ultimately reach the larger pocket under 
the operating table with rather undesirable re- 
sults. 


Characteristics of Ethylene and Cyclopropane 


Ethylene and cyclopropane are not nearly as 
likely to form pockets or to form pools. Al- 
though they are heavier than air they are more 
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active gases and they are dispersed very prompt- 
ly. Ethylene, however, has one characteristic 
which I should like to call to your attention. As 
normally used in anesthesia, the mixtures are 
near the upper end of the explosive region. That 
is, 80 per cent ethylene and 20 per cent oxygen 
is not uncommon as an anesthetic mixture. If 
you had 85 per cent ethylene you would have mix- 
ture so rich that it would not ignite. 


The significance of that is that should any elec- 
tricity occur in a rebreathing system, that mix- 
ture near the upper end of its “explodability” 
would escape into the air, become diluted and 
thereby become more explosive than it was in the 
rebreathing system. It is, therefore, more liable 
to become ignited. 


Another characteristic difference between cy- 
clopropane on the one hand and ether on the other 
is that they have a higher velocity of flame propa- 
gation. That is, given a tube containing an ex- 
plosive mixture and igniting that tube at one 
end, the flame will be propagated much more rap- 
idly with ethylene and with cycloprcpane than 
with ether. That is fortunate for a great many 
people who have had ether as an anesthetic. 


In oral surgery, for example, a patient having 
been anesthetized with ether has a hot wire cau- 
tery introduced into the mouth, perhaps, and 
there are many reports of little puffs coming 
from the mouth due to the ignition of the ether, 
vapor in the respired air having been ignited by 
the hot wire. Very little damage beyond a super- 
ficial burn results because the flame cannot travel 
down the larynx. With cyclopropane, however, 
it can. 


Non-explosive Mixtures 


A different phase of the problem now claiming 
much interest, is the fact that mixtures of an 
explosive gas, oxygen 20 per cent or more, and a 
third gas, either another explosive gas or a neu- 
tral gas such as helium or nitrogen, may produce 
a broader non-explosive but anesthetic zone than 
is possible with oxygen plus but a single explo- 
sive anesthetic gas. Thus, for instance, a mix- 
ture of 40 per cent ethylene with 60 per cent 
oxygen, or of 25 per cent cyclopropane with 75 
per cent oygen is highly explosive. But of a mix- 
ture of 20 per cent cyclopropane, 50 per cent 
ethylene, and 30 per cent oxygen the region of 
deep anesthesia or of 10 per cent cyclopropane, 
65 per cent ethylene and 25 per cent oxygen—the 
light anesthesia region neither is explosive. 


One of the first lines of defense-is to make the 
gases non-inflammable. The above observations 


indicate one line of attack on this problem, but a 
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great deal more work remains before this can be 
used extensively. 


I should like now to discuss a wholly different 
aspect of the problem. The fact remains that as 
long as you have a cylinder of cyclopropane or 
a cylinder of ethylene or a bottle of oxygen in. the 
operating room you have the possibility of pro- 
ducing an inflammable mixture. Therefore, it 
behooves us to take every precaution to avoid 
igniting such a mixture. 


Ignition by Electrostatic Discharge 


I shall have time, in view of the number of 
things I should like to demonstrate, to discuss 
only one source of ignition, namely, ignition by 
electrostatic discharge. As a matter of fact, that 
is probably one of the most frequently occurring 
causes of ignition. Broadly speaking, the solu- 
tion of the electrostatic discharge problem is ex- 
tremely simple. Electrostatic discharges occur 
between conducting bodies, providing no other 
path is available over which the charge can move 
in such a way as to equalize the potential between 
them. In other words, if there is any path by 
which a charge can move from one body to an- 
other in such a way as to bring those two bodies 
to the same potential, there will be no spark. In 
other words, a spark can. occur only when the 
bodies are separated by insulators. 


That rather puts it straight up to the insulator. 
Moreover, the insulator in the operating room is 
the most common source of electrostatic charge. 
It, therefore, not only produces charge but pre- 
vents its equalization. The solution to this prob- 
lem is, if possible, to eliminate the insulator, to 
get it out of the operating room, because it cer- 
tainly is a fact that if there were no insulators 
in an operating room there could be no electro- 
static discharge. 


Now, of course, with all the rubber, glassware, 
and other things which are imperative in an oper- 
ating room, that is difficult. It has been attempt- 
ed to eliminate the insulator in effect, not in fact, 
by providing high relative humidity, and it has 
been reported that if the relative humidity is as 
high as 55 per cent, moisture films on the surface 
of insulators will prevent the retention or the 
development of charge. 


Unfortunately, that has been proved not so. In 
fact, there have been fatal explosions in rooms in. 
which the humidity was as high as 65 per cent. 
An examination of the circumstances showed that 
this was due to the fact that the air conditioning 
machinery which provided that high humidity re- 
moved carbon dioxide very effectively from the 
air, and therefore destroyed the effectiveness of 
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the humidity as a path for the flow of electrical 
energy. 


The simplest way to study this problem is to 
measure, by use of a voltmeter, some of the poten- 
tials likely to be encountered in the operating 
room. Even so small an object as a fountain pen 
may develop a charge of one hundred volts. Even 
a few steps on the floor may develop a dangerous 
potential. Pulling a pillow from a pillow case 
may develop a potential as high as 1,500 volts. 
Small charges of 200 volts, such as may be devel- 
oped by sliding a foot along a rubber floor, may 
or may not be large enough to cause a dangerous 
spark but for entire safety we must proceed on 
the assumption that what is a little spark today 
may be a big spark tomorrow. 


Bridges 


A spark cannot occur when the two conducting 
bodies are connected by any path at all which will 
allow the charge to equalize. Obviously, then, if 
we cannot eliminate the insulators from the oper- 
ating room we must bridge them by something or 
other. A simple wire is completely effective. 
There is, however, one risk in introducing bridges 
of that sort into the operating room at the mo- 
ment. If you tie together the people and objects 
in the operating room by wires, saying nothing 
for the moment about the inconvenience of hav- 
ing these wires all draped about the place, you 
have increased the electrical shock hazard. To 
tie all the people and objects together increases 
the chance that any one person will be in contact 
with ground, the electrical ground, of the build- 
ing. Therefore, should he make contact, through 
defects in. the installation or maintenance of the 
electrical equipment, with the high side of the 
power circuit, he will get a shock. 


In other words, it is the old bathtub situation. 
You have been warned repeatedly to keep your 
hands off the electric light fixtures when you are 
in the bathtub or when you are near the water 
faucets. Grounding, therefore, at the moment 
virtually places you in the bathtub situation. 


High Resistance Intercoupler 


Now, what can be done about that? Well, there 
is a very simple answer. Many of you are famil- 
iar with the so-called high-resistance intercou- 
pler. The sole purpose of the high-resistance in- 
tercoupler is to provide a temporary safeguard 
until a more permanent and practical and more 
convenient one can be installed. 


It is not possible through this resistance to ob- 
tain a dangerous shock. The maximum current 
that will flow is approximately one per cent of 
the hazardous current. I want to point out, how- 
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ever, that a high-resistance intercoupling does not 
in itself prevent shock. It merely introduces no 
hazard of shock which is not already present. I 
am reminded of an incident which happened only 
last week in which a surgeon in Upper New York 
State wearing a headlamp went over to the sink 
and touched the faucet and received a shock 
through his arm which resulted in a muscular 
contraction so severe that the bones in his 
shoulder were shattered. An intercoupler could 
not have prevented that. That hazard was there. 
The intercoupler merely introduces no additional 
hazard. 


The intercoupler, as I have said, is merely a 
stop-gap arrangement. It is something that you 
can put into the operating room today and pro- 
vide a moderate amount of safety, because you 
can include those objects most likely to be in the 
hazardous region. 


The Floor as an Intercoupler 


A much more practical and effective method is 
to use the floor, itself, as an intercoupler. Every- 
body in the room makes mechanical contact with 
the floor. If he can make electrical contact as 
well, the problem is solved. With this idea in 
mind, I asked one of the largest manufacturers 
of rubber goods in Boston, if they could make a 
rubber flooring which would be conductive. They 
have been working on it ever since, and have a 
very satisfactory floor, both from the standpoint 
of the electrical requirements and also from the 
standpoint of flooring. 


The conductive flooring, therefore, you see, is a 
very effective and practical intercoupler. How- 
ever, it is necessary that a person make contact 
with that flooring in order for it to be effective. 
If you wear crepe-soled shoes the virtue of the 
floor is entirely lost because the crepe soles insu- 
late you from ground just as effectively as though 
you were standing on the non-conductive rubber. 


Shoes 


I should like to take a minute to talk about 
shoes because they are the part of this problem 
that concerns each of you individually. I have 
been asked so many times, “What kind of shoe 
shall I get; how shall I know whether it is satis- 
factory or not?” that in desperation I have been 
forced to answer that question for myself. It is 
not an easy question to answer. 


The important thing about shoes is, from our 
standpoint, not what they are made of, not what 
their conductivity is, but how long they will allow 
a person to retain a charge. That is a very sim- 
ple problem in ordinary physics, or electrical en- 
gineering. 


15 








There are just two factors that determine the 
time which a charge will remain on the body. 
One is the ability of the body to hold charge, that 
is, the electrostatic capacity, which is strictly 
analogous to the capacity of a tank holding water. 
The other is the resistance of the path over which 
that charge tries to escape, again analogous to a 
path over which water is drained from a tank. 


Measurements have shown that the electro- 
static measurements of objects within an operat- 
ing room are within a very limited range. , They 
will vary only about 2 to 1. Hence, we can easily 
assign an arbitrary value to that which is repre- 
sentative for the purposes of answering this 
question of time. 


On the other hand, we feel that the resistances 
which are likely to appear between those bodies 
and ground vary not by a factor of 2 or by a 
factor of 10 but by factors of millions. In other 
words, one person may have a connection to 
ground which is superior to that of another per- 
son by a million-fold. That has to be taken into 
account. 


Let us assume further that that person is con- 
nected to ground through one megohm, which I 
should like you to consider merely as a convenient 
value to use for the moment. Under those condi- 
tions a man’s body connected to the ground 
through a megohm at the end of one-tenth of a 
millisecond, that is, one ten-thousandth of a sec- 
ond, after we started measuring time, the poten- 
tial and the charge would be reduced to 60 per 
cent of the initial, value. 


As the charge falls off, the force driving the 
charge through the resistance also falls off, so it 
is dissipated more and more slowly, with the 
result that it requires one millisecond, that is, 
one-thousandth of a second, for that charge to 
drop to 1 per cent of its value. 


Spark Discharge 


What we have to do now is to decide where on 
this scale of time intervals are we going to place 
our requirement concerning the desirable conduc- 
tivity of shoes. That obviously is an arbitrary 
choice. We can say that a tenth of a millisecond, 
one ten-thousandth part of a second, is a time so 
short that nothing can happen in it. But I must 
remind you that a spark can jump in a very small 
fraction of that interval. A spark can jump ina 
millionth of a second. Hence, this is by no means 
a short time when we are talking about spark 
discharges. Therefore, we have to consider what 
is practical, as well. 


I have assumed that one megohm, after all, is 
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a reasonable dividing line between values which 
are safe and those which are not safe. That is 
supported by the fact that in many experiments 
which we have performed, if we have used values 
of resistance less than to connect the body of a 
person to ground, we have never been. able to get 
a spark. If we use values higher than that, even 
only ten times as high, that is 10 megohms, we 
have sparks. Therefore, I am certain that this 
value is dangerous. I am not equally certain 
that this value is safe. I can only say that up to 
the present time I have been unable to prove that 
it is dangerous. Therefore, I have chosen this 
(one megohm) as the dividing line between the 
two. 


The question then becomes one of finding out 
whether a given pair of shoes is or is not safe. 
I can hardly say we have developed this instru- 
ment because it is so simple that the only thought 
that went into it was designing the scale. This 
instrument is an ohmmeter. 


In view of the fact that a given pair of shoes 
may change in their conductivity not only from 
day to day but from hour to hour, some people 
have expressed a desire for some instrument in 
the operating room by which they can check on 
the personnel. Fortunately, this is simple, con- 
sisting merely of two conductive plates connected 
through an ohmmeter. By stepping on the two 
plates the meter will register at once the charge 
carried on the body. 


Among other things to be considered are silk 
stockings and rubber gloves, neither of which 
are in my opinion very dangerous on account of 
their close proximity to the skin. Rubber-cov- 
ered mattresses on the operating table are on the 
other hand one of the greatest hazards in the 
operating room. I have measured resistances on 
rubber mattresses up to 100 megohms and po- 
tentials in excess of 5,000 volts. Thus, whatever 
precautions you may take in the way of conduc- 
tive floors, tires, casters, shoes, drag chains, etc., 
if you continue the use of the ordinary rubber- 
covered mattress you have taken care of every- 
thing in the operating room except the patient. 
Him you have left electrically high and dry. This 
can be corrected, however, by connecting the pa- 
tient to the metal parts of the table by use of a 
bracelet on the patient connected with a wire 
bolted to a metal part of the table. 


Another consideration is that a conductive floor 
should not be waxed as the wax interposes an in- 
sulating layer between objects standing on the 
floor and the conductive floor itself. A similar 
insulating effect may be obtained by 4 heavy layer 
of talcum powder on the floor. 
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A Practical Plan of Nursing Education 


Edward J. Meyer Memorial Hospital, Buffalo, New York 






WILLIAM HENRY WALSH, M.D. 


is the hospital must anticipate and meet 

community needs. Usually the tax-sup- 
ported institution lags behind the voluntary hos- 
pital in this respect because budgetary flexibility 
in the voluntary hospital permits response to com- 
munity needs as quickly as they develop, and even 
permits extensive experimental programs to de- 
termine procedure. In tax-supported institutions, 
the appropriating bodies are faced with rather 
fixed incomes on which a multitude of demands 
are made, so they are usually loathe to inaugurate 
new services until the needs have not only been 
demonstrated, but have become matters of general 
public insistence. 


A BASIC principle in hospital public relations 


A refreshing exception to this rule is the his- 
tory of the Edward J. Meyer Memorial Hospital, 
which was formerly known as the Buffalo City 
Hospital. It is affiliated with the University of 
Buffalo. Founded in 1918, and four years later 
absorbing the older City Isolation Hospital, it now 
has a capacity of 1165 beds and a huge out-patient 
department. The institution, located in a beau- 
tifully landscaped park with formal gardens and 
flowers everywhere, has cost the municipality four 
million dollars to build and equip. This hospital 
is an outstanding example of what can be accom- 
plished with a wide-awake, public-spirited con- 
trolling board, continuity of competent adminis- 
tration, and a consistent awareness and anticipa- 
tion of the community problems. 


Service Based on Community Needs 


Early recognizing the needs of the medically 
indigent, as well as those of the totally indigent, 
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this hospital was one of the first to provide a 
part-pay out-patient service with honoraria to the 
physicians giving their time to these patients. 
Its Home Service Department provides medical 
and nursing care to some fifteen thousand families 
annually. These are but two of the many services 
which have enabled this hospital to establish its 
reputation as a true medical center for the com- 
munity. It has also been just as alert to its edu- 
cational responsibilities, as evidenced by the early 
conversion of the school for nurses to a training 
school at college level, in such manner as to pro- 
vide for the conventional three year nursing 
course, or a longer course leading to the degree 
of bachelor of science or other degree as selected. 
The school is so recognized by the New York State 
Board of Regents. 


Nursing School Curriculum Planned for 
Students on Different Levels 


While a few dissenting opinions had been reg- 
istered concerning the new curriculum sponsored 
and promoted by the League of Nursing Educa- 
tion at a time when the scarcity of bedside nurses 
was not so keenly felt, the present and anticipated 
national emergency has had a tendency to crys- 
tallize the scattered views of the opponents of any 
unnecessary change which would increase the 
period of training or narrow the group from which 
prospective students may be selected. Various 
plans of nursing education embracing academic 
degrees have been devised but practically all of 
them require the student to have one or two years 
of college work for admission. 


In the firm belief that specially selected high 
school graduates were in every way satisfactory 
material for nursing education, and with the con- 
viction that a young woman should have the priv- 
ilege of gaining a nurse’s certificate without an 
academic degree if she so desired, the Edward J. 
Meyer Memorial Hospital devised a plan of nurs- 
ing education which not only conforms to the re- 
quirements of the New York State Board of Edu- 
cation, but also provides for the extension of the 
three year course at the hospital to many of the 
leading universities of the country for those who 
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Demonstrations in nursing at bedside are most important 


desire an academic degree after receiving the 
nursing certificate. Thus, a young woman may 
enter the school of nursing directly from high 
school, providing, of course, she has completed 
the two science subjects carried in the New York 
State High School curriculum. Upon the comple- 
tion of the three year course at the Edward J. 
Meyer Memorial Hospital, where a moderate 
tuition fee is charged, but where free maintenance 
is given, the nursing certificate is granted, mak- 
ing the graduate eligible for registration in New 
York State. If she then so chooses, she may enter 
any one of a large number of universities and 
continue her academic or cultural studies and this 
may be supplemented by specialized practice or 
field training in public health nursing, dietetics, 
nursing education, library science, physical ther- 
apy, anesthesia, x-ray laboratory technique, med- 
ical records and statistics, operating room tech- 
nique or pre-professional social work. If such a 
course is taken in Buffalo the field and practice 
work may be taken at the Memorial Hospital with- 
out charge. 


Based on ten years’ experience in the conduct 
of a nursing school at the university or college 
level, the administration of the Edward J. Meyer 
Memorial Hospital has reached the conclusion that 
only specially fitted students should attempt to 
acquire a college degree. There are many esti- 
mable young women who are excellent bedside 
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nurses but have no real urge for further scholastic 
honors or who are not endowed with the capacity 
for higher learning. The same conclusion in ref- 
erence to college students generally is shared by 
many of the leaders in university education 
throughout the country. 


With an accurate record of accomplishment and 
an intimate knowledge of the mental capabilities 
of the students by the end of the three years of 
hospital training, the hospital officials advise some 
of the students at the end of the certificate course, 
to rest content with the university credits ac- 
quired and to seek positions as private or general 
duty nurses. Others are urged to enter the public 
health or school nursing fields for which they can 
become eligible by the acquisition of 24 addi- 
tional selected college credits, and for which the 
hospital provides a practical plan. Finally, those 
students who have shown unusual proficiency and 
aptitude during their certificate course are ad- 
vised to continue their studies in order that they 
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may eventually earn any of the usual college de- 
grees, particularly that of bachelor of science. 


Importance of Practical Experience and Extra 
Curricular Activities Emphasized 


The facilities for nursing education at the 
Edward J. Meyer Memorial Hospital are unex- 
celled. The school is housed in a splendid edifice 
costing approximately $1,000,000. The curricu- 
lum conforms to the New York standards and the 
practical experience embraces supervised service 
in every department of the hospital. About five 
months of the three year course are spent away 
from the wards in such services as the various 
clinics of the out-patient department, the visiting 
nurse association, social service, and in a field 
work training center conducted by the hospital. 


Extra curricular activities are encouraged and 
sponsored by the administration and students are 
very actively interested in a glee club under pro- 
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fessional direction, a dramatic club connected 
with a local dramatic school; physical education 
is directed by an instructor from the Buffalo De- 
partment of Education. A student council is 
very active and plays an important part in the 
lives and activities of the young women who make 
up the school of nursing. 


Scholarships 


In order to make practical application of the 
educational theories sponsored by the hospital, 
scholarships are awarded, or rates are reduced, to 
suitable candidates. Those students who, during 
the nursing course maintain a general average of 
85 per cent throughout the first two years, are 
given an opportunity to acquire during their last 
year, free, six additional college credits over and 
above the set number prescribed for the course. 
Students who have maintained an average of 90 
per cent upon the completion of the three year 
course, and who hold New York State licenses as 
registered nurses, are afforded an opportunity 
to acquire 24 additional college credits over and 
above the extra six earned in the last year, all at 
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the expense of the individual but at reduced rates. 
Employment is given by the hospital as public 
health or community nurses at the usual rates 
allowed staff employees, and daily work schedules 
are arranged so that college classes may be at- 
tended. Students completing this extra work 
are eligible for certification by the New York 
State Department of Education as school nurse 
teachers or health department nurses. This cer- 
tification requires two years of field or practice 
work, and the employment of the graduate nurse 
in the hospital is accepted as such field experience. 


Opportunities for Educational Advancement 


Certain selected students are also given an op- 
portunity to acquire a bachelor of science degree 
or other educational honors. These are given staff 
appointments by the hospital in specified nursing 
fields at established salary rates, and are provided 
with their maintenance, board and laundry. Dur- 
ing a two-year period they are given an oppor- 
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Pupil nurses are obliged to learn how to use and to take 

care of a microscope 
tunity to acquire locally additional college credits, 
and a sufficient number may be acquired at the 
end of two years which, together with those pre- 
viously earned, will merit an evaluation of three 
years’ credit toward a bachelor of science or sim- 
ilar degree. Each student is granted an allow- 
ance of $300. per annum for clothing and inci- 
dental expenses, but all money earned must be 
deposited with the Edward J. Meyer Research 
and Study Fund. This agency pays for all edu- 
cational fees required during the two years of 
field or practice work and also, will grant the ap- 
plicant approximately $1500 for living expenses 
and educational fees covering senior year in resi- 
dence at any college or university selected by the 
candidate. 


From this very brief account of an outstanding 
school for nurses which has for years graduated 
young women commanding the respect and ad- 
miration of all who have benefited by their nurs- 
ing service, and many of whom are holding posi- 
tions of great responsibility in and outside of 
Buffalo, it is abundantly clear that there is a safe 
and sane way of approaching the problem of nurs- 
ing education whereby the supply of bedside 
nurses will not be curtailed, opportunity to gain 
the nursing certificate will not be limited, and yet, 
offering to those who are capable academic ac- 
creditation for the pursuit of higher education. 





The Reference and Circulation Library has a capacity of 
15,000 volumes 
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Fields of Giving — Hospitals 


JOHN PRICE JONES 


combined cultural, religious, scientific and 

sociological progress. Since 1751 when Penn- 
sylvania General Hospital was chartered as the 
first hospital in the American colonies, this 
humanitarian field has been liberally used as an 
outlet for vast philanthropic wealth. The finan- 
cial investment in hospitals now exceeds that in 
many important national industries. Upward of 
$3,000,000,000 is this country’s hospital invest- 
ment, and the total cost annually of hospital main- 
tenance amounts to about $900,000,000. 


Medicine has been termed the gilt-edged sword 
of philanthropy. When we explore the records of 
the wisest and most successful of givers, we 
generally find that the support of medicine and 
of hospitals has been a backlog of their efforts. 
Thus, more than one-third of our hospital beds are 
in privately supported institutions. The collective 
recent philanthropic history of some of these vol- 
untary hospitals is examined in this chapter. 


Scope of the Study 


Sixteen general and special institutions, located 
in eight cities, and from whom fairly complete 
and comparable data were available, are included 
in the hospital study, set forth in detailed figures 
in Master Table XXI, and shown graphically in 
Chart IX. For purposes of correlation with 
economic and sociological conditions the figures 
for gifts are more important. As the accident 
of death controls the reporting of bequests, the 
data serve principally to ‘indicate when the 
legacies became productive to the institutions. 


The Facts About Giving to Hospitals 


T= hospital is mankind’s monument to his 


In 1938, the last year for which complete re- 
ports are available, the gifts and bequests total 
was $3,428,060. A more complete picture of con- 
temporary hospital philanthropy may be seen in 
the following comparison: 


Year Gifts Bequests Total 

Se $2,955,358 $ 830,750 $3,786,108 
ee 2,779,958 5,195,891 7,975,849 
Oe 2,240,347 5,608,042 7,848,389 
Ly (eae 3,141,846 3,005,997 6,147,843 
SONG sos ceca 1,501,950 1,926,110 3,428,060 
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The hospitals received total gifts and bequests 
of $29,186,249—an average of $5,837,249 a year 
—during the five depression years of 1934, 1935, 
1936, 1937 and 1938, in comparison with an 
average of $3,384,188 during the five prosperous 
years of 1925, 1926, 1927, 1928 and 1929. 


The best year for hospital philanthropy was 
1930, when gifts and bequests to these selected 
institutions totaled $12,655,532. The grand total 
for the entire 19-year period was: (1) gifts, 
$48,620,422; (2) bequests, $38,276,166; and (3) 
total, $86,896,588. 


Trends in Giving to Hospitals 


The 1939 statistics, when available, should in- 
dicate whether the trend of hospital philanthropy 
among the institutions that reported will stabilize 
in the neighborhood of three million dollars or 
will proceed along its present downward course 
from the recent peak of $7,975,849 in 1935. 


The trend of gifts does not coincide with the 
trend of the total. From a minor bottom in 1936, 
there was a moderate upturn in 1937, followed by 
further declines in the next two years. 


The amount of bequests has dropped annually 
without a break since the secondary peak in 1936, 
the curve coinciding with the curve for the total. 


The depressing element in the foregoing is 
given some relief by certain comparisons between 
experience in prosperous and adverse years. Be- 
tween the five years of prosperity and the five 
years of depression under consideration, there 
was a percentage increase of 72.5 per cent in 
gifts and bequests. 





Chapter VI from ‘Yearbook of Philanthropy.” 
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The hospitais curve, although to a lesser degree 
than that for religion lags behind our other fac- 
tors of giving, on the upward turn of the eco- 
nomic cycle. The peak year of giving to these 
selected hospitals (1930) coincides with the 
movement of dividend payments, but follows the 
index of business activity by a year and our 
index of general giving by two years. 


At its low-point year (1933) the hospital curve 
shows greater coincidence with our other series. 
Our general-giving and dividend-payment curves 
likewise reached a bottom at that time, a year 
later than the business-activity low. There is no 
relationship discernible between the hospital giv- 
ing curve and the average income-tax rate. 


Another approach to the subject of hospital 
philanthropy is found in the annual reports of 
the United Hospital Fund of New York, a central 
financing organization comprising 92 member 
hospitals. There is an annual appeal for con- 
tributions toward maintenance of the member 
institutions, six of which appear in the other 
hospital basic data. 


The cyclical trend of this localized series and 
that of the 16 institutions studied are similar. 
The Fund series, however, reached a high-point 
in 1929, or one year earlier than the high-point 
of the other. Both low-points (1933) are iden- 
tical. 


For the most part, until the middle ’thirties, 
the. United Hospital Fund placed its reliance 
upon letters and other mail appeals for funds. 
This technical pattern began with an intensive 
post-World War campaign conducted in 1920, 
and prevailed without appreciable variation until 
1935. At the end of that year the pattern was 
broken by a large united campaign in which was 
raised more than four times as much as in ‘the 
immediate years previous. Since then the cam- 
paign has been, continued annually, with increas- 
ing success. 


The record of hospital bequests in comparison 
with gifts shows considerable dissimilarity. The 
trend of bequests is irregular with no cyclical 
pattern. 


For five prosperous years the average of be- 





quests was $78,468 ; for the five years of adversity 
the average dropped to $54,515. This is in con- 
trast to the statistics for the group of 16. hos- 
pitals, for which bequests increased 286 per cent 
in the depression over the prosperous years. 


The Future of Giving to Hospitals 


During the middle period of the ten-year de- 
pression hospitals have reported remarkable 
gains against adverse forces. Counter to this, 
however, is the unfavorable falling away from 
the peak of 1930. With $12,655,532 received in 
that year, the total for 1938 was only $3,428,060, 
or less than one-third the amount of the most 
fruitful year. 


From this fact it is readily evident that there 
is a very real problem of re-establishing a habit 
of giving to hospitals, which has been seriously 
impaired during the depression. 


For ten years hospital fund-raising has been 
restricted almost wholly to appeals for current 
expenses. Two conditions have motivated these 
emergency appeals: (1) the shrinkage in yield 
from income-producing funds; (2) the inability 
of a greater number of persons to pay for part 
or all of their hospital care. 


Because of the primary need for meeting day- 
to-day expenses and the fear of encountering 
adverse economic conditions, hospitals have re- 
frained from major appeals for new buildings or 
capital funds. As a consequence, housing and 
replacement problems have accumulated alarm- 
ingly, especially among urban institutions. Until 
the past year no hospital in New York City had 
attempted to break the ten-year log jam in hos- 
pital financing. 


An examination of the statistics will show the 
rising importance of bequests in hospital phil- 
anthropy. In the depression years the total of 
bequests increased 135 per cent over the pros- 
perous years. Whereas bequests comprised only 
33 per cent of the funds received during 1920-29, 
they have risen to 44 per cent for the past ten 
years. Such a condition is almost certain to have 
resulted from organized efforts to stimulate the 
use of wills to transfer large funds to individual 
hospitals. 
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The Future of Nonprofit Medical Insurance 


CHARLES A. TOGUT 


HILE our society moves with dynamic 
progression, the short, turbulent history 


of voluntary nonprofit medical insurance 
is one of grave disappointments. Voluntary medi- 
cal insurance, as a vital and stimulating issue in 
our search for health security, has for the moment 
been lost. Forty million people in our country 
cannot buy medical care; they are destined to 
accept charity and forego essential treatment be- 
cause the expense, being unpredictable, proves 
catastrophical to normal existence. 


In the year 1939 the Members of the New 
York State legislature paved a gilded path for 
the medical profession to successfully combat 
hostile threats of socialized or state medicine and 
to translate the problem of inadequate medical 
care from the domain of agitation to that of 
lightning action. Article 9C of the Insurance 
Law empowers the superintendent to license cor- 
porations organized for the purpose of providing, 
through contracts with physicians and surgeons, 
medical and surgical care for nominal premium 
charges. As a means of expediting incorporation. 
and operation, the law waives reserve deposits or 
capital investments. This type of insurance dif- 
fers from casualty or medical reimbursement in- 
surance issued by stock companies, in that the 
physicians become co-insurers and are in control 
of the activities of the organization. These cor- 
porations operate along the same broad principles 
as the Associated Hospital Service of New York. 


Four such corporations have received their 
licenses to do business in the State of New York. 
Their combined efforts, since Article 9 C became 
effective, in enrolling subscribers, has not equalled 
. one-half month’s normal enrollment of the As- 
sociated Hospital Service. This disastrous dis- 
play of the lack of public receptivity acutely in- 
creases the hazards and burdens of medical costs. 
Officials of the state insurance department, mem- 
bers of the medical profession and the interested 
public are confused and puzzled. Why has the 
most fertile field of insurance in America today 
turned barren? Billions of dollars are spent an- 
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nually for medical care and with the improvement 
in. public health education, in scientific research 
and preventive medicine many more billions will 
be expended—yet the future of medical insurance 
is as uncertain—if not more so—than it was a 
year ago. 


Why have the voluntary nonprofit hospital ser- 
vice corporations enlisted over five million sub- 
scribers in less than. four years? What appealed 
to these millions? Statisticians and students of 
medical economics estimated that ten million 
anxious men and women awaited medical insur- 
ance to budget their needs. When the movement 
came in New York State and elsewhere the 
potential subscriber myth exploded and sizzled. 


Why asks Mr. Inquisitive Public (and two 
million others in New York) with a wife and two 
children who spent in 1939 an average of $250 for 
doctors bills? Why asks Dr. Public Spirited 
Jones (and thousands like him) who has publicly 
announced his support of medical insurance, and 
who is prepared to offer his services for humanity 
and the relief of public suffering? Why, inquires 
the heads of the insurance department, have these 
corporations failed to produce the expected re- 
sults? 


A keen and penetrating analysis of the law and 
of the activities of medical expense corporations 
reveal the following undisputed, but extremely 
controversial facts: 


Medicine Must Support These Ventures 


No voluntary medical expense plan can operate 
successfully and beneficially without the unani- 
mous and energetic endorsement of the medical 
profession. The law presupposes this support; 
the public will demand it. A house divided is a 
house perished in the consumers’ eyes. The tre- 
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mendous strides recorded by the Associated Hos- 
pital Service of New York have been due almost 
entirely to the solidarity of purpose and endorse- 
ment of its member hospitals. There can be no 
competitive plan, for the “three cents a day plan” 
enjoys a virtual monopoly by the grace of its 
member hospitals and their unfaltering deter- 
mination to fight for the endeavor. Within the 
ranks of the medical profession there are numer- 
ous schools of economic and social philosophies, 
breeding disagreement and unhealthy discussion. 
Competing plans with conflicting professional and 
economic objectives has led to public distrust and 
disfavor. 


Lack of Underwriting Soundness 


Any experienced and learned insurance under- 
writer can, with sincerity and determined purpose, 
intelligently attack an insurance project which is 
dependent upon income group classification; in 
other words, a ceiling on subscribers income. In 
New York City alone over 50 per cent of all 
employables are seasonal wage earners for whom 
there can be no accurate determination of annual 
earnings. Are they to be precluded from enroll- 
ing one year and permitted to join the following 
year when their income diminishes due to a score 
of economic factors? To restrict the subscriber 
field to those in arbitrarily stated income brackets 
not alone will prevent the enlistment of those over 
that scale but, on group and selective risk under- 
writing (which is actuarily necessary under this 
form of coverage) discourages the enrollment of 
many under the brackets because of percentage 
requirements of group enrollment. True, the 
social significance of Article 9C was to make 
available adequate medical care for those in the 
lower income brackets, but to accomplish this 
well-known worthy cause there must be freedom 
and equality in underwriting. 


The law makes no mention of income eligibility ; 
the respective trustees of these plans feared the 
encroachment into the field of the private prac- 
tice of medicine. On the contrary, medical in- 
surance will tend to reestablish the private prac- 
tice of medicine by absorbing those treated at 
clinics, charitable hospitals and those who re- 
frained from any care because of self-respect and 
restricted incomes. We must countenance the 
much publicized fact that over 70 per cent of 
those gainfully employed earn less than $2000 
annually and the problems and distress inherent 
in the payment of medical bills are the same for 
the remaining 30 per cent. As the ability to pay 
for medical care rises in relation to higher earn- 
ings the interest in medical insurance naturally 
falls. But to arbitrarily limit eligibility will re- 
sult in untold abuses, fraud, and definite class 
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discrimination, which becomes distasteful, not 
because of any constitutional consideration, but, 
rather that successful underwriting demands un- 
restricted freedom except for risk consideration. 


Income limitation is not a risk limitation; it is 
a hazardous limitation. Remove the barriers and 
permit all the peoples to join; the natural wants 
and ability to pay will determine far more con- 
cretely and judiciously the spheres of the truly 
eligibles. 


Premium Rates and Coverage 


Years ago, when the Associated Hospital Ser- 
‘vice came on the scene, comparatively few insur- 
ance companies were writing medical and hospital 
reimbursement policies; today a great number of 
them are vigorously soliciting policyholders for 
this form of insurance. Hence, the field no longer 
remains noncompetitive. The executives of the 
stock and mutual companies view with practical 
concern actuarial studies, underwriting risks, and 
other essential elements before arriving at a final 
determination of the premium rates and policy 
coverages. The nonprofit medical corporations 
were obliged to consider factors outside and for- 
eign to the scope of pure insurance; therefore, 
much is experimental and untried. 


The salability of the policy was vitally affected 
by the insertion of many clauses which created 
selling friction and resistance. Many policies con- 
tain deductible features thus destroying the first 
commandment of social necessity and reform, 
namely, to provide medical and surgical care at 
nominal premiums and to lessen the burden of 
these unexpected and tragic costs. Upon further 
examination we find coverage classified in relation 
to income; in other words for those earning less 
than $1000 the benefits are substantially less than 
for those earning $2000. This conclusion was 
predicated on the nonsense that the doctor’s fee 
is determined by the patient’s ability to pay; 
without first ascertaining the comparative obliga- 
tions and family requirements of the individual. 
Casualty policies can easily outstrip these cover- 
ages both from the premium and coverage stand- 
points. 


Other policies provide for stupendously high re- 
muneration for the doctor; this being a highly 
acceptable purpose. But is it feasible? Definitely 
not, because the attractiveness of any policy to 
the public is a low premium and wide and appeal- 
ing coverage. How can a low premium be com- 
patible with an advance mortgage on the income 
due to the high incidence of medical care and 
treatment. The public must be satisfied or the 
doctor cannot benefit. The doctor cannot be the 
sole beneficiary for he will have no selling public. 
It seems strange that with as liberal a law as 
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Article 9 C, in fact revolutionary in design, that 
the nonprofit organizations have been unable to 
offer the public coverage which cannot now be 
obtained from the stock companies at much more 
attractive rates. There must be a definite altera- 
tion in the economic demands of the nonprofit 


groups. 


Capitalization Structure and Reserve 
Requirements 


No commercial or nonprofit enterprise can sell 
its wares to the public economically and efficiently 
without adequate capitalization and working capi- 
tal. The forces of advertising and promotion, 
particularly with new and unexplored ventures, 
absorb huge funds before the first premium check 
is received. Article 9 C dispenses with the neces- 
sity of an initial operating working capital re- 
serve; possibly on the misguided theory that the 
public’s desire for this coverage was so great and 
accepted that a minimum of advertising would be 
necessary. Furthermore, the contemplated sup- 
port of the members of the medical profession, in 
and of itself the greatest selling feature, has not 
matured. The public must first be sold on this 
insurance, and to do this an amount sufficient to 
carry out a convincing promotional campaign 
should be made a condition precedent. 





To permit the incorporation of organizations 
ill-financed results in disaster, because the allow- 
ances set forth in the law are wholly incapable 
of covering these essential costs. The funda- 
mental consideration of the law is the doctor’s 
willingness to offer his services with the con- 
tingent possibility of accepting far less for his 
work because of an excess of expenses over in- 
come. This condition may result from an ex- 
tremely high demand for services due to epidemics 
or causes which the Associated Hospital Service 
encountered several years ago. Should the doctor 
be obliged to take a pro rata share of his billings, 
it is my belief that the feelings of discontent will 
be uncontrollably great, thus affecting both ser- 
vice and public confidence. The law should be 
amended to clarify the above very material con- 
sideration. 


Conclusion 


Voluntary nonprofit medical insurance is as 
essential to the progress of our community as is 
sound education. Sound health for public defense 
is a trying slogan; we must strive to preserve 
the democratic way of life without state inter- 
ference. Therefore, upon the success of this in- 
surance depends the doctor’s future and the 
advancement of medical science. 





Air-Raid Shelters 


Air-raid shelter requirements have been modi- 
fied to a great degree in the light of today’s 
European experience. They require some further 
adaptation to fit into American economy. 


In the first place, shelters were originally de- 
signed as temporary refuges. Today’s air raids 
last hours, even whole nights. Obviously, more 
is needed in the way of accommodations than 
was first contemplated, even though the accom- 
modations satisfy only the primitive needs: 


physical safety, pure air and water, medical care, 


toileting, feeding, sleeping, communication. 


On the other hand, grandiose shelter-towers, 
each to protect 1000 persons or more, reflect an 
unwise enthusiasm for monumental construction. 
Not only would such medieval fortresses be un- 
economical; they might also endanger morale by. 
their presence. 


Underground shelters have many advantages 
over surface shelters. Both types may be so de- 
signed as to have peace-time usefulness; the 
underground shelter, among other things, is less 
visible and therefore is a poorer target; it is more 
quiet; it may have several feet of earth to fill 
over it for additional protection. . 
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Peace-time Use: Particularly in factories, 
every shelter should be so designed for some use 


in peace time, preferably for a use similar to its 


war-time purpose. And the change from the 
uses of peace to those of war has to be accom- 
panied by a minimum of alteration. In the aver- 
age plant, the combination of employees’ en- 
trance, locker rooms, and stairs is entirely satis- 
factory for shelter use, provided overcrowding 
is eliminated. The two types of functions are 
similar; natural light is not mandatory for 
either; every man has his assigned locker space; 
constant use assures their instant readiness in 
emergency. 


Individual units preferably accommodate no 
more than fifty persons; larger numbers are ac- 
commodated by providing more units. It is 
particularly important that emergency exists 
be protected from collapsing walls, bursting 
tanks, and proximity of inflammable materials. 
Easy accessibility is also essential to prevent de- 
lays and confusion. 


—Architectural Record. 
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A Program of Education for Interns and 
Residents in Small Hospitals 


STANLEY J. SEEGER, M.D. 


OR purposes of this discussion the definitions 
F of the terms “internship” and residency” 

as summarized by the report of the Commis- 
sion on Graduate Medical Education are accepted. 
This report considers the internship to be an edu- 
cational opportunity which rounds out the train- 
ing received during the medical course and which 
continues the clinical clerkship with enlarged re- 
sponsibilities. It should be considered as part of 
the basic preparation of the student for general 
practice; in addition it should provide him with 
a foundation on which he can, by graduate train- 
ing, develop proficiency in a specialty. The term 
“residency” has sometimes been confused with 
the term “internship” and the two terms have 
been used more or less interchangeably. Recently, 
the term “residency” has come to mean a progres- 
sive and graduated educational experience de- 
signed to enable a physician to make himself 
skillful in a special field of practice and to give 
him the educational background for continued de- 
velopment in that field. This presupposes a pro- 
longed and continuous period of full-time train- 
ing. The criteria for graduate training for sur- 
gery, and a manual of graduate training for sur- 
gery were submitted by Dr. Malcolm T. MacEach- 
ern in the Bulletin of the American College of 
Surgeons in January, 1938. The report of the 
Commission on Graduate Medical Education re- 
ferred to, together with various bulletins of the 
American College of Surgeons, the report by the 
New York Committee on the Study of Hospital 
Internships and Residencies of 1938, and various 
publications of the Council on Medical Education 
and Hospitals of the American Medical Associa- 
tion serve as bases for the development of pro- 
grams of education in hospitals of various sizes. 
It is assumed that readers of HOSPITALS are 
acquainted with the objectives of various inter- 
ested groups and the trends in graduate medical 
education. 


The term “small hospital” is not amendable to 
exact definition, but for the purposes of this dis- 
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cussion hospitals of the general type of less than 
two hundred beds will be considered as in this 
group. Dr. Earnheart, in his analysis of the 1939 
report on graduate training for surgery, stated 
that only seventeen hospitals of 200 beds or less 
have approved residency plans. Because of this 
fact I believe that the most satisfactory method 
of presenting this subject on the content and 
management of “A Program of Education for In- 
terns and Residents in Small Hospitals,” will be 
to describe the services in these fields offered at 
Columbia Hospital, Milwaukee, Wisconsin. 


Columbia Hospital is a general hospital operated 
by a nonprofit corporation. It has a capacity of 
125 beds and 25 bassinets. In 1939 there were 
3816 in-patients and 2765 out-patients. The per- 
centage of autopsies obtained during the past 
five years has averaged 52 per cent. Columbia 
Hospital has no connection with a medical school. 
Since the founding of the hospital one of the ideals 
of the governing board, as well as of the medical 
staff, has been that the clinical activities of the 
institution should center about the laboratory. A 
system of flat rate charges for laboratory work 
makes it possible to provide patients with required 
laboratory studies without serious consideration 
to their cost, so that thorough clinical investiga- 
tion is encouraged and is not hampered by the 
element of cost. The pathologist divides his time 
between this department and the Milwaukee Chil- 
dren’s Hospital, an institution of 205 beds. He 
is assisted by the two residents in training and 
by seven registered technicians. The departments 
of anesthesia and radiology are under the direc- 
tion of full-time specialists in these fields who are 
diplomates of their respective boards as is the 
pathologist. The clinical staff is thoroughly or- 
ganized into specialty groups, and a satisfactory 
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liaison exists between the clinical staff and the 
Governing Board. The educational policies of the 
hospital have been heartily endorsed by the Gov- 
erning Board of the hospital on the basis’ that 
well-organized educational programs result in an 
elevation of the standards of practice in the in- 
stitution and contribute greatly to the medical 
welfare of the community. 


Intern and Residency Services Important as 
Educational Projects 


The intern and residency services have become 
increasingly important as educational projects. 
The selection of interns is in charge of a com- 
mittee on interns as is also the supervision of 
their program of education. A second committee 
on residencies has organized the work in this 
field. The chairmen of the two committees meet 
regularly with the chief of staff and superinten- 
dent of the hospital for the coordination of activ- 
ities. At the present time Columbia Hospital has 
five interns and four on affiliation. Residencies in 
anesthesia, radiology, pathology, surgery and in- 
ternal medicine have been approved by the Amer- 
ican Medical Association. Four residents are on 
service; one resident on a three-year program in 
pathology; one resident on clinical pathology pre- 
paratory to a surgical residency; one resident on 
surgery, and one general resident serving for one 
year. Residents will be appointed in internal 
medicine and radiology in 1941. 


Intern Training 


Intern training at Columbia Hospital extends 
over a period of two years and is arranged as 
follows: 


PAE PTO GIING © 55S nde ea aaUseG hee 72 days 
AMO MUNDY, is os on Std pa asso ciel nciaeeiner 72 days 
OP OROC TEE TERE. 72 days 
Obstretrics and Gynecology...........s.ese0. 72 days 
Service given in X-ray, Pathology, Chemistry 

and Electrocardiography Laboratories....... 72 days 
2 Internship at Milwaukee Children’s Hospital 
Children’s Medicine and Surgery.......... 6 months 
3 Internship at Milwaukee City Isolation Hospital 
BMECCUIOUS SPISCARER 56:6. 556-4:66:6i4:0.5 a0Wis os'e:s oie 3 months 
4 Internship at Sunny View Sanatorium, Oshkosh, 
Wisconsin, Tuberculosis (Pulmonary)...... 3 months 


Residency Training Requirements 


A candidate for residency training must have 
completed an internship of one or two years. The 
duration of the courses is as follows: 


OO aE nO BR Ses pats eRe 3 years 
SON oss Gis Gaicinenes Sriemwonenre 3 years 
ROIs 8 2 iar A eecles aente ee we 4 years 
BeeNe sae eanweheiiesaanes 4 years 


Department of Laboratory Medicine 


Qualifications Required for Appointment: The 
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applicant must be a graduate of a class A medi- 
cal school. He must have had an internship sat- 
isfactory to the department. A two-year rotating 
internship is preferred. He must have attained 
at least an average standing as a medical student 
and an intern. He must be acceptable to the de- 
partment, to the hospital administration, and to 
the staff. 


Professional Development Plan — First Year: 
The resident will be given a thorough foundation 
in anatomy, embryology, and histology, both nor- 
mal and morbid. He will act as director to the 
intern on laboratory service under the direction 
of the senior resident and director. He will be in 
close contact with the divisions of chemistry, bac- 
teriology, and immunology. He will assist the 
director and senior resident upon request. He 
will present assigned cases at staff meetings and 
to the interns. He will attend conferences, clin- 
ics, and medical meetings as time permits and as 
he is directed. He will be assigned pertinent 
reading on his subject. Facilities will be pro- 
vided for a suitable and approved research prob- 
lem. He may spend up to 30 per cent of his time 
in another basic science. 


Second and Third Years: The second and third 
years of residency shall be used for completion 
of the candidate’s training for effective practice 
of laboratory medicine and to prepare him for an 
examination given by the American Board of 
Pathology. He will become assistant director of 
the laboratory. He will be asked to show initia- 
tive in the improvement of the service, subject 
only to the approval of the director. He will be 
first consultant to the first year resident. He will 
be first consultant to the medical technologists. 
He will be second consultant to the intern on lab- 
oratory service. He will be under direct super- 
vision of the director. He will be assigned prob- 
lems which appear not to be going smoothly in 
the laboratory. He will initiate new procedures 
in the laboratory on his own initiative upon ap- 
proval of the director or by assignment. He will 
keep in contact with cases in the hospital with 
the view to bring about intelligent and thorough 
laboratory study. He will attend assigned: lectures 
thought necessary for his development. He will 
attend medical meetings as directed. He will do 
reading as directed, as well as upon his own initia- 
tive. He will lecture to the house staff and nurses 
as directed and upon request. He shall have mas- 
tered all laboratory procedures at this laboratory 
during these two years. He will be given assist- 
ance in any research problem in keeping with our 
facilities and the stage of his training. He may 
spend up to 30 per cent of his time in other basic 
science departments. He may give lectures to the 
public and to the profession on approved subjects. 
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Department of Radiology 


Qualifications Required for Appointments in 
this and other departments are the same as those 
outlined for pathology. 


Educational Program: It is planned that this 
residency be of three years’ duration. At least 
two of these years to be spent at Columbia Hos- 
pital. It is realized that some conditions are seen 
very infrequently in this institution, and arrange- 
ments are planned whereby the resident will 
spend some time in a large institution which cares 
for different types of patients from those repre- 
sented at this hospital. 


First Year: The resident early in his course 
will be given basic instruction in radiation phys- 
ics, and x-ray technique. He will serve a mini- 
mum of three months doing actual technical work, 
and following that period he will be required to 
be on call for emergency work alternating with 
the regular technicians. 


He will be present at all fluoroscopic examina- 
tions and receive instruction in this procedure. 
He will be present during the interpretation of 
plates. He will be required to participate in 
weekly x-ray seminars and monthly staff meet- 
ings, and, in addition, prepare a course in radi- 
ology for nurses. 


During this first year period it is planned that 
for a six-month period about one-third of the 
time will be spent on pathology. The duties of 
the resident during this time will be delegated by 
the head of the department of laboratory medi- 
cine, but will consist of assisting in post-mortem 
work and surgical pathology. Particular atten- 
tion will be directed to further study of cases seen 
in the x-ray department. 


The resident will check the technicians in the 
“setting up” of therapy areas and assume respon- 
sibility for the records of therapy cases. 


Library facilities on radiological subjects are 
available and the resident will be assigned topics 
pertinent to cases seen in the department. 


Second and Third Years: As the resident’s 
knowledge and skill improve, he will be permit- 
ted to assist in fluoroscopic examinations and in 
the interpretation of films. He will assist the 
director in discussing the cases seen with attend- 
ing men and will also be allowed to discuss mat- 
ters pertaining to the x-ray aspect of therapy 
cases with the patients and relatives. He will act 
as assistant director of the department and, in 
the absence of the director, will have charge of 
the laboratory. He will continue his duties as 
indicated in the first year assignments. 
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The physiotherapy department is also under 
the direction of the director of the department 
of radiology, and the resident will have an oppor- 
tunity to learn something of this type of work 
and will be required to assume some responsibil- 
ity in the handling of physiotherapy cases. 


Medicine and Surgery 


Qualifications Required for Appointment have 
been stated. 


Educational Program: These residencies are 
of four years’ duration, all of which will be spent 
at Columbia Hospital. 


The first and second years are identical for both 
medical and surgical residents. 


First Year: The first year is the basic science 
year. The candidate will spend this year under 
the direction. of the Director of Laboratory Medi- 
cine. The work, during this year, will be similar 
to that in the first year of the three-year resi- 
dency in pathology. Work done elsewhere will be 
accepted if recommended beforehand or on its 
merits if already acquired. 


Second Year: This year is known as the gen- 
eral residency year and is intended to orientate 
the candidate in the entire field, and also to pro- 
vide administrative training. He will be respon- 
sible for the direction of the intern service, and 
will supervise the house service in all depart- 
ments. Clinical experience in surgery and medi- 
cine, and opportunity to act as an assistant in 
surgery are provided. 


Third and Fourth Years: Specialized medical 
and surgical experience is secured in these years. 
A definite number of house cases are assigned to 
the residents for full management in keeping 
with their own development and ability. A spon- 
sor assumes full responsibility for the residents’ 
progress. A definite program has been developed 
which includes two months of anesthesiology in 
each year under the sponsorship of Dr. Hugh 
Cunningham, director of the department of anes- 
thesia. 


Residents will complete a prescribed reading 
course and will prepare a satisfactory thesis and 
submit to an oral and written examination at the 
end of their training. 


General Discussion 


Department heads in medicine, surgery, and 
obstetrics are brought into the program by hav- 
ing them exercise general supervision of the work 
of interns in their fields, consulting frequently 
with the committee chairmen and sponsors, and 
making such suggestions as are pertinent to the 
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development of the work. At Columbia: Hospital 
we have arranged.a relatively small series of for- 
mal lectures on various clinical subjects. A series 
of informal lectures and demonstrations on ob- 
stetrics has been arranged by one of the asso- 
ciates in this department. The department of 
pathology has arranged thirty sessions for in- 
terns and residents consisting of one lecture or 
demonstration each week to be held in the eve- 
ning or at some convenient time. In the first half 
of the year the fundamentals of pathology are 
reviewed, while in the second half of the year 
special: or systemtic pathology is covered. In 
addition, the interns attend lectures which are 
given by this department each year for local prac- 
titioners who are aspirants for various specialty 
boards. 


The department of anesthesiology has arranged 
twelve meetings in which the subject is covered 
in a seminar manner. The department of radiol- 
ogy holds weekly seminars, usually at five o’clock 
in the afternoon in which various areas of the 
body are systematically discussed so that during 
the year a fairly complete outline of the principles 
of roentgen ray diagnosis is secured. An effort 
is made to stress the application of x-ray diagnosis 
te surgery and medicine rather than to emphasize 
the details of x-ray methods. The subject of x-ray 
therapy is also discussed, and, in addition to the 
more formal meetings, considerable time is ex- 
pended by the director of the department on the 
interns and residents, some of whom are usually 
present during routine plate reading in the depart- 
ment and during the discussions and consultations 
between the director and attending physicians. 


Sponsoring the Resident 


The sponsoring of a resident is a time consum- 
ing duty which should not be undertaken by any- 
one who is unable or unwilling to give adequate 
time to the subject, or who questions the ability 
of the candidate. The sponsor in the clinical 
branch should use his own judgment as to the 
number of alternate sponsors. He should also 
appoint consultants for the candidate in other 
specialties such as internal medicine, assuming 
that the candidate is a resident in general surgery. 


Hospital staffs as well as hospital authorities 
must have the vision to assume proper responsi- 
bility in orienting interns and residents in the 
scheme of medical organization and graduate edu- 
cation. The qualifications of the attending staff 
are of prime importance. There must be not only 
satisfactory professional standing, but a willing- 
ness and ability to teach, and an attitude toward 
the practice of medicine which makes for sound 
attainment in such a program. Among the de- 
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' ficiencies to be noted in the so-called small hospita’ 
are the lack of adequate dispensary services anc 
the relatively small number of in-patients as com- 
pared with larger institutions. These deficiencies 
must be made up in various ways such as the de- 
velopment of closer cooperation between the at- 
tending staff and the residents in developing case 


histories and in follow-up studies. Attitudes 
developed by men in training as the result of their 
hospital contacts are of greater importance than 
are the number of patients they see or the man- 
ner in which various subjects are taught. The 
desirability of inspiring the inquiring type of mind 
and of requiring the prosecution of some organ- 
ized research is clearly indicated. In a recent 
editorial in the Journal of the American Medical 
Association the point was emphasized that the 
time element in the organization of a residency 
program is probably not of first importance—the 
content of the program, the method of instruc- 
tion, the professional standards and personnel of 
the staff are of greater importance than is the 
time element. 


Resident and Individual Work 


About one-half of a candidate’s time in the last 
two years of his training should be relatively free 
for individual work or for personal improvement 
such as the attendance at clinics in the commu- 
nity and library study work on article and thesis 
preparation. Cases studied and treated by resi- 
dents must be used after the follow-up for teach- 
ing of the remainder of the house staff. The 
course should be replete in theory, practice, and 
techniques. Cases selected for the service of the 
resident should be on the basis of improving his 
training, and instruction of the house staff. There 
should be regular, full discussions with the interns 
and other residents of the most interesting sur- 
gical specimens and cases of the day. Regular 
presentations of cases to the general staff should 
be an important part of his training. The resident 
should be in charge of the surgical dressing rooms, 
and lectures to nurses and interns should be lim- 
ited to the specialty in which he is working. 


The American Medical Association suggests 400 
admissions per resident, and Dr. Malcolm T. Mac- 
Eachern finds that from forty to fifty patients 
are usually so assigned. The case load per intern 
or resident may be eight, ten, or twelve if the 
turnover is rapid. The average number is not as 
important as the use which is made of the ma-: 
terial available. One finds in many institutions 
that from the standpoint of sound teaching and 
the proper conduct toward the sick individual 
there is no great distinction made between private 
and so-called free patients. A proper attitude 
should obtain toward all patients. The idea that a 
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free patient is available for unlimited examination they make are also inserted in the record of this 
and manipulation is unsound in every way. A department. 


teaching hospital should be found wherever there 
is a patient in the hospital or wherever there are 
inquiring minds on the staff of physicians attend- 
ing patients. The two concepts, clinical material 
and study, are fundamental in developing the 
teaching ideal as it applies to the small hospital. 
One difficulty for which no entirely satisfactory 
solution has been found, in our experience, is the 
inability of residents to make rounds with the 
relatively large number of attending men. This 
difficulty is characteristic of most small hospitals. 


The Educational Director 


The pivotal position in a successful program is 
that of the educational director. This individual 
acts as coordinator of activities and the general 
administrator of the program. Such a position 
requires the allocation of a definite amount of 
time, and the effort must be sustained. In the 
small hospital which is properly organized the 
ideal individual for this position is the hospital 
superintendent. In order that he may function 
satisfactorily he must have a proper educational 
background and be sympathetic to the modern 
trends in medical education. His educational back- 
ground need not be medical. The rapid develop- 
ment of interest in residencies and internships, 
and the consequent possibility of improving the 
level of medical practice in hospitals resulting 
from the development should stimulate hospital 
administrators to explore further their own op- 
portunities in this field. One example of the co- 
ordination of hospital facilities resulting from this 
arrangement is the manner in which the head of 
the record department at Columbia Hospital has 
been brought into the daily work of the interns 
and residents. This department head now makes 
daily rounds reviewing all records and reporting 
to the superintendent on the efficiency with which 
interns and residents are performing their duties 
and keeping their notes. Notes to attending physi- 
cians directing attention to notation it is desired 


The non-teaching hospital must be recognized 
as an important element in the pattern of medical 
education. The present situation is not satisfac- 
tory to the hospital, to the interns and residents, 
and consequently cannot be satisfactory to the 
sick individual in the hospital. The position of 
the hospital in the public health structure of the 
community should be clearly visualized. The suc- 
cessful teaching program is dependent to a large 
degree on the vision, self-discipline, training, and 
ideals of the medical staff. The importance of a 
similar idealism on the part of the lay board can- 
not be over-emphasized. No worth while program 
of education can be established unless the lay 
board has developed broad social concepts, and 
unless the position of its hospital, in the structure 
of medical education and medical care, is thor- 
oughly understood. 
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Albert H. Scheidt Goes to Miami Valley 
Hospital, Dayton, Ohio 


Albert H. Scheidt, assistant superintendent of 
Michael Reese Hospital, Chicago, has accepted 
the appointment as superintendent of the Miami 
Valley Hospital, Dayton, Ohio, succeeding Dr. E. 
R. Crew who resigned after twenty-five years as 
Superintendent of that institution. 


Mr. Scheidt, who was assistant administrator 
of the Indiana University Medical Center at In- 
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dianapolis, became executive secretary of the Chi- 
cago Hospital Council in 1939, succeeding Dr. 
Arnold F. Emch, and resigned that position to 
become assistant superintendent at Michael Reese 
February 1, 1940. 


a 


At a meeting of the Standards Council of the 
American Standards Association on December 11, 
1940, it was VOTED that the American Hospital 
Association be approved as sponsor for the project 
on Specifications for Sheets and Sheeting—L4. 
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Value of Well-Organized Hospital Auxiliary Units 


Women's Hospital Auxiliaries in Canada 


MRS. O. W. RHYNAS 


anything of worth involving group action is 
ever accomplished. 


A Creed 


The works of Life’s time-piece are fashioned with 
skill, 

Each part, a position of trust; 

The tooth on the cog, or the pin in the wheel 
Is God-planned to fit—and it must. 

If you can’t be a sunbeam, effulgently grand, 
Illuminating the word’s noblest deeds, 

You can lift up a candle with love-trembling hands— 
That’s the candle that somebody needs. 

The low-beaded task is Royal-breasted you know 
(Not by worth or measure of gain), 

For a King down in Galilee—long, long ago, 
Used a carpenter’s chisel and plane. 


* * % 


A Bag of Tools 


Isn’t it strange 

That princes and kings, 
And clowns that caper 

In sawdust rings, 

And common people 

Like yau and me 

Are builders for Eternity? 


| is by mutual confidence and mutual aid that 


Each is given a bag of tools, 

A shapeless mass, 

A book of rules; 

And each must make— 

Ere his life has flown— 

A stumbling block 

Or a stepping stone. 

R. L. Sharpe 
With the foregoing thoughts in mind, I shall 

endeavor to present a thesis of voluntary work in 
hospitals in my land as I see it—and at the same 
time glean from you a light to carry back to 
Canadian workers, whereby they may profit by 
your experiences and achievements. 


It is said that the great sculptor, Michelangelo, 
was walking along the street one day when sud- 
denly he stopped to examine a piece of rock, half 
hidden in dirt. Quickly he fell to work, clearing 
the stone of debris in which it lay. A passer-by 
asked him in astonishment what he wanted with 
so worthless a piece of rock. He replied: “Oh 


there’s an angel in the stone.” In reality the un- 
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seemly looking piece of rock was a block of the 
finest marble. Michelangelo, after much toil, had 
the rock removed to his workshop, and with mallet 
and chisel, let the angel out. 


So it is, the great invisible army of voluntary 
hospital workers are striving to let the angel of 
charity abroad in the community, obliterating the 
ugliness of want and anxiety which overtakes 
those who are unable to provide proper and need- 
ful comforts—and hospitalization when illness 
comes—helping to salvage faith, happiness, and 
self respect—restoring the fine granite of hu- 
manity. 

It was the late Lord Tweedsmuir who once said, 
we have not paid our debt to the past until we 
have placed the future in debt to us. 


Never in the history of our Nations was the 
need greater for clear thinking, sane acting, 
benevolent Christian women. God grant that 
we dedicate ourselves unreservedly to the good 
of mankind—breaking the alabaster box upon 
the hearts of those who need us most. 


It is in this light, I would say the women’s 
hospital aids should build the nucleus of their 
work. 

First Hospital Auxiliary in Ontario 

It was in 1865 the first group of volunteer 
women was formed in Ontario—the sole purpose 
being to interest the people of the community in 
the need of a hospital near at hand. It was not 
long before the building of the hospital was a 
realization and it was from this hospital the first 
group of nurses were graduated in Canada. 


The constitution and by-laws drafted to meet 
the needs of that original group have more or 
less guided the destinies of the oncoming groups 
throughout the years. 


It would make a long story to sum up all the 
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problems that have been encountered and the 
goals that have been achieved since those early 
years. Hospitals were built and furnished and 
many hospitals were assisted in the maintenance. 
Social service work developed and great assistance 
given to providing proper accommodation, com- 
fort, and training for the hospital nurse. Many 
nurses’ homes were built and furnished and main- 
tained—scholarships and loans were provided for 
nurses—funds were raised for convalescent care 
for indigent sick folk, fresh air camps for crippled 
and cardiac children, occupational therapy, health 
clinics, ward-aides and multitude of other avenues 
of service—ambulances, electric elevators, fire 
alarm systems, laundry, maternity and children’s 
hospital units—no task being too small or too 
great where funds permit. 


More than two million dollars has been given 
to hospitals in Ontario by the voluntary groups 
during the past twenty-five years. 


Auxiliary Units Form Association 


In 1910 a number of Aids became a united 
group to compare their work periodically so as to 
give one another the benefit of their various 
experiences. This functioned until 1920 when an 
Association was formed—constitution and by- 
laws were redrafted and adopted to meet future 
expansion— which has developed exceedingly 
throughout the years. 


An Efficient Auxiliary Member Defined 


I am often asked to define an efficient Aid mem- 
ber and my answer is as follows: 


One who can do good team work, one who 
listens tolerantly to the views of others and 
who will not knowingly slight or offend her 
fellow worker. 


One who performs the tasks assigned to 
her promptly and efficiently and who is sen- 
sible of the importance of all tasks, no matter 
how unimportant they may seem. 


One who will not acquiesce in unfair or 
destructive methods of planning or carrying 
out the work of the society; who does not 
seek personal aggrandizement, and is loyal 
in speech and action to the cause to which 
she has pledged her allegiance. 


One who makes herself conversant with all 
types of health problems that concern the 
welfare of the community; who makes a 
business of knowing the hospital so that she 
can work sympathetically with the adminis- 
trator and board of trustees, and who is able 
to answer intelligently any question regard- 
ing the functioning of the hospital and its 
ability to serve the needs of the community. 
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One who does not discuss the affairs of 
the hospital lightly; uses tact and discretion 
in all matters, and is able to think accurately, 
speak graciously, act sincerely and work un- 
selfishly. 


Cooperation 


It is hardly necessary to say that superinten- 
dents and boards appreciate the support given 
by the various groups comprising this association. 
Every progressive hospital administrator will 
agree that no hospital can afford to be without 
a well-organized women’s auxiliary. And it goes 
without saying that the administrator has also 
a large part to play in cooperating with volunteer 
workers—providing talks from time to time, given 
by the various heads of departments so as to fully 
acquaint the voluntary workers with all angles 
of hospitalization. 


Understanding and good fellowship must exist 
between hospital administrators and the voluntary 
workers. If, on the other hand, the voluntary 
workers ever gets it into her mind that she knows 
better than the administrator and board how to 
plan hospital management—I would say she is 
wasting her time in voluntary work—she should 
get a hospital of her own to manage. 


We do not want to run hospitals—we want 
to make it easier for hospital administrators and 
boards of trustees to run them. 


Obstacles are things you see when you take 
your eyes off the goal you are trying to reach. 
The only way to succeed is to keep your shoulder 
to the wheel. Courteousness, consideration and 
compassion are good companions—ever remem- 
bering that God will excuse prayers for ourselves 
whenever we are prevented from them by being 
occupied in such good works as to entitle us to 
the prayers of others. 


It was Matthew Arnold in his ”Rugby Chapel” 
who praised his father for having been the kind 
of man who made gapped ranks close—who 
praised the brave—who encouraged the weak— 
who restored order when demoralization among 
those in his care was imminent. 


I have noticed, he said, among wild things the 
tendency to stand together—to call up the 
stragglers, to shelter the weak. There is a con- 
cert of action—a community morale that is re- 
markable in this. 


We would do well to reflect upon that wise ob- 
servation. 


Good will is a precious thing and is one of the 
pillars upon which happiness and success depends. 
Common sense is one of the greatest weapons in 





31 









the world. The trouble is that it becomes rusty 
from inactive use. 


It is of little value to have a well-stored mind— 
if the ground floor has not the ability to dissemi- 
nate the material where and when it can best be 
used. 


If we would only remember the influence we 
exert on others, we would be more cautious of our 
attitude for when we remember that the Sun 
ninety-two milion miles away sheds its healing 
warmth upon us— and puts the delicate blush 
upon the rose—so we too may send our good in- 
fluence abroad as well as touching with tender 
understanding the needs of those close at hand. 


To attain and maintain faith one must be sin- 





cere. We all know, too, that we can see the stars 
clearest when the night is dark, the greatest 
sacrifices and greatest. work is accomplished when 
the days are the greyest. This can be truly said 
of volunteer women today—they are not only 
trying to keep abreast with needs of hospitaliza- 
tion, but are valiantly meeting the added de- 
mands of these serious times, exemplifying the 
creed—“I believe in hands that work, brains that 
think and hearts that love.” 


Today we realize our best is all too small a 
tribute we would desire to place on the altar of 
our country’s needs, women have a great part to 
play, and as Christian wives, mothers and sweet- 
hearts want to stand unashamed of the contribu- 
tion given. 





a= milion 


American College of Surgeons Announces 
Sectional Meetings—1941 


Sectional meetings of the American College of 
Surgeons this year will all be held in the month 
of March. They will be three-day meetings and 
in connection with each of them a Hospital Con- 
ference will be held in which -will be included ses- 
sions devoted to discussion of a single theme, gen- 
eral discussions, panel round table conferences, 
question and answer meetings, scientific exhibits, 
showings of motion pictures of interest to hos- 
pital personnel, and demonstrations in the local 
hospitals. The meetings will be held in the fol- 
lowing cities: 


Minneapolis—Headquarters, Nicollet Hotel 
—March 10, 11, 12 

Pittsburgh—Headquarters, William Penn 
Hotel—March 17, 18, 19 

Salt Lake City—Headquarters, Hotel Utah 
—March 26, 27, 28 


Eight states—Minnesota, North and South Da- 
kota, Iowa, Nebraska, Montana, Kansas and Wis- 
consin—will participate in the Minneapolis meet- 
ing, together with the province of Manitoba. The 
District of Columbia and eight states—Pennsy]l- 
vania, Ohio, Virginia, West Virginia, Delaware, 
Maryland, New Jersey, and New York will par- 
ticipate in the Pittsburgh meeting. The Salt Lake 
City meeting will include the following eleven 
states: Utah, Oregon, Washington, California, 
Nevada, Idaho, Wyoming, New Mexico, Arizona, 
Colorado and Montana. 


The opening session of each Hospital Confer- 
ence will be devoted to a round table conference 
on “The Small Community Hospital: Its Special 
Problems.” On the afternoon of the first day 
there will be an analysis of the Hospital Standard- 
ization program; a panel discussion on the theme: 
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“The Effect of the National Preparedness Pro- 
gram on Hospitals”; and a round table conference 
on “National Preparedness.” The evening session 
will be a presentation and discussion of pertinent 
hospital problems submitted by hospital execu- 
tives for the consideration of the group. 


The program for the second day will open with 
a breakfast conference sponsored by the Ameri- 
can College of Hospital Administrators in cooper- 
ation with the American College of Surgeons. A 
panel discussion on “The Medical Staff in the Open 
Hospital” will occupy the first half of the morning 
session and one on “Graduate Training in Sur- 
gery” the second half. The afternoon will be de- 
voted to departmental demonstrations and con- 
ferences in local hospitals. In the evening motion 
pictures of interest to hospital executives and 
personnel will be shown. 


The American Association of Medical Record 
Librarians in cooperation with the American Col- 
lege of Surgeons will sponsor a breakfast confer- 
ence on the final day of each conference. The reg- 
ular morning session will consist of group con- 
ferences on (1) Hospital Standardization, Admin- 
istration, and Management; (2) Medical Records; 
(3) Hospital Service Plans; (4) Accrediting Pro- 
gram for Schools of Nursing; and (5) Public Re- 
lations. The final session on the afternoon of the 
third day will be an open forum on questions or 
problems submitted from the floor or deposited 
in the question box during the meeting. 


Hospital personnel are invited to attend the 
concluding session of the Sectional Meeting in 
each city, which will be a public meeting on Con- 
servation of Health. 
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A Trustee Looks at Hospital Finance 


TRACY S. VOORHEES 


ATEVER little knowledge I may have 
WY recasting hospital finances has _ been 
gained exclusively in the university of 
hard knocks. I have attended the school of hos- 
pital finance now for eight years. It has been a 
hard course and I have not graduated yet, so that 
nothing that I say represents any basic knowl- 
edge on the subject, but merely the product of a 
tumbled practical experience in wrestling with the 
finances of one hospital and struggling with our 
city government to get it to recognize its obliga- 
tions to the hospital. 


Budget Must Be Based on Firmer Foundation 
Than Hopes of Unexpected Gifts 


A year ago I might have been able to offer 
you some hope of a panacea for all hospital finan- 
cial troubles based upon an experience which we 
had had at our hospital in Brooklyn. We had 
been endeavoring for many years to follow the 
biblical injunction to cast our bread upon the 
waters in the hope that it would return to us after 
many days, but our experience in the return had 
been disappointing. However, one day we learned 
that the will of a benefactor of whom we had 
never heard had bequeathed part of his estate to 
our hospital. On inquiring as to how he had come 
to make this gift, we found that the man’s mother, 
who was of the Irish race, had been a patient in 
our hospital some thirty years ago and that dur- 
ing her canvalescence, as her appetite returned, 
she had expressed a deep yearning for a baked 
potato on a day when baked potatoes were not 
on the menu. She mentioned to the nurse this 
longing for the food so loved by her race, and the 
nurse had apparently neglected the work of car- 
ing for all. the other patient and repaired to the 
kitchen where she cooked a baked potato so per- 
fectly as to gratify this hunger of her patient. 
It made a deep appeal to this lady and when she 
left the hospital she told her son about it and said, 
“My boy, I want to tell you about what happened 
to me in that hospital and how kind they were 
to me, and if you ever have any money to give 
away, do not forget the hospital that was so kind 
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to your dear old mother.” Thirty years later he 
left us a third of his estate in payment, as I in- 
terpreted the facts, for one baked potato. 


I need hardly tell you that this bequest repre- 
sented a profit margin which captured our imag- 
ination, and, like the heathen of old we forgot 
the biblical injunction for the time being, stopped 
casting bread on the waters and tried casting 
“baked potatoes,” in the confident belief that the 
money would soon be rolling into our hospital 
treasury in large amounts. The results were very 
disappointing, and, like the other heathen, we 
became penitent and now we are back trying the 
tried and true methods of financing a hospital, 
which are quite difficult to follow. 


Emotional Appeals Through Pictures of 
Handicapped Children 


Among the tried and true methods there is one 
I would like to cast into the discard, and that is 
the method of printing about twenty thousand or 
fifty thousand pictures of a little crippled child 
whose arm or leg or perhaps both hang cruelly in 
some gruesome apparatus which the doctor has 
applied, and, in spite of all suffering, the child’s 
smiling face and shining eyes appeal for more 
money for the hospital. It is expensive to 
print such pictures and almost anybody who has 
enough money to contribute to a hospital knows 
that he is being imposed upon by such an appeal, 
because the expense of the appeal will have to be 
paid from the contributions. I do not mean that 
all mail campaigns should be discarded, but they 
should be used with a great deal of caution and 
discrimination. 


Fund-Raising Campaigns 


Together with this method I would put in the. 
discard expensive high-pressure campaigns by 
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high-priced professional money raising talent of 
which the little crippled child’s picture is often 
a part. These campaigns seem to whip up an 
artificial enthusiasm which does not exist, and 
today they plague and annoy and harass and 


— 


threaten and cajole gifts out of people who do not © 


want to give them. We have expert fund-raising 
efforts on a large scale through the Community 
Chest in various cities, such as that in New York, 
where we have the United Hospital Fund and the 
Greater New York Fund and similar agencies. I 
think that type of appeal must grow, because 
when you make a very large appeal the overhead 
cost goes down, but when the appeal is for an 
individual hospital, it often happens that the over- 
head expense is out of proportion to the benefits 
received. There again I think almost all of the 
people who have enough money to give financial 
aid to a hospital are going to be smart enough to 
know that these campaigns are costing too much 
money. Unless in extraordinary circumstances 
where there is a real appeal and a real interest, 
fund-raising campaigns should not be used gen- 
erally. 


The Interested Trustee 


There is another method of hospital financing, 
and that ‘is to have more voluntary and less pro- 
fessional help, and that would mean that the 
superintendent should get the trustees to do some 
of the fund raising, and that the trustees should 
do it. I assume that all of the trustees who take 
the trouble to attend a convention are workers, 
but I know many trustees who do not do a thing, 
We do not want them on our hospital board, we 
do not want indifferent trustees. We want 
people who will really work and do what should 
be done. A great deal of the work in the hos- 
pitals is often done by high-priced executives, 
when much of it should be returned to the 
trustees, and if they will not do that work, let 
them get off the Board. I have heard about 
trustees who had “connections” and the argument 
was that therefore you should keep them, but I 
have never seen a case where you lost anything 
by getting rid of that kind of talent. I would 
recommend having the hospital run by trustees 
who really work. We have tried that system and 
it has worked. 


Revising the Board of Trustees 
We had a problem in the little hospital with 





which I am connected, and we worked very hard 
to cut our deficit down by tighter administration, 
by cutting everything, by making the trustees 
work and do things free which had previously been 
paid for and by tightening up on everything, ex- 
cept that we did not cut down on a thing that 
meant the actual care or welfare of the patients, 
and we were able to balance the budget. I do not 
mean that every hospital ought to have a balanced 
budget; a hospital deficit is a perfectly grand 
thing if you can afford it, if it is a symbol that 
your hospital is well-managed, that it is doing 
the work for which it was created and taking care 
of a great many poor people; but if you cannot 
afford it, it is one of the worst headaches that 
ever occurred, and something has to be done about 
it. I do not think that in the long run you can 
succeed in doing anything about it by merely 
relying on your directory group. We have got to 
have more money. Do not overlook the desirabil- 
ity of a revision, and a radical one if necessary, 
of your Board of Trustees, to get people who will 
work and who are interested and to prevent your 
board being decorated merely with the names of 
the prominent and indifferent. Often, a great deal 
may be gained by a change in administration. 
That means using the services of your board to 
a much greater extent. 


The Hospital’s Relation with City Authorities 


And now there is one other problem, which I 
am going to touch upon, and that is your relations 
with the city. In New York, this presents the 
greatest problem the hospitals have, where the 
hospitals are losing five million dollars a year in 
the care of city cases. If you are confronted with 
that kind of business in your city, for heaven’s 
sake take part of the energy you put into your 
Community Chest drive or individual drives and 
get all your prominent people interested in hos- 
pitals, make the city toe the line—not to pay the 
whole expense, you do not want it to become in 
effect a city institution—but to pay enough so 
that you can maintain modern facilities and do 
the job of patient care of a medical institution 
and the research which the voluntary hospitals 
ought to do and are fitted to do and which no 
other institution is fitted to do—all of which 
means community health, not only for the present 
but for the future. 
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Compensation Correspondence 





Editor’s Note—The following correspondence between the president of the board of trustees of a 
well-known Eastern hospital and an insurance company writing compensation insurance is illuminating 
and calls attention to the methods employed by some insurance companies in dealing with hospitals. 


It is stimulating to know that at least one hospital is insistent that insurance companies make full 


payment for hospital service rendered their injured. 


N some states hospitals are not legally responsi- 
ble in damages for injuries to their employees. 


But they are responsible in part for costs 
of injuries to industrial employees. Because under 
some laws and regulations the rates for hospital 
services are below cost and hospitals must there- 
fore contribute the difference. 


The recognized law, however, is that govern- 
mental authority may not fix rates of institutions 
for quasi public services at less than cost includ- 
ing interest and depreciation. This law has been 
successfully invoked in at least one state. 


There is no statutory requirement that hos- 
pitals must admit industrial accident cases. But 
the unwritten humane law, to which public hos- 
pitals willingly submit, compels them to admit 
industrial patients in immediate need and to care 
for them until they are discharged by the surgeon. 


The “case history” which follows illustrates 
quite prevalent practices. The names only are 
fictitious. 


John Doe first appeared at the hospital in 1926 
with a comminuted fracture of a femur. He said 
he “fell down stairs.” After three months in the 
hospital he was discharged to the out-patient de- 
partment, with a brace and instructions to keep 
it on. Eight days later he reappeared. . He said 
he “fell up stairs,” but he had taken off his brace. 
The old fragments were separated, requiring an 
open reduction, and in due course he was “cured.” 


He came again for x-rays in January 1940. 
They showed an ununited and separated fracture 
of a tibia, requiring a bone graft. So in May 
he sought admission for that purpose. He said 
he “fell fifty feet from a roof and had been eight 
or nine months in another hospital, was dis- 
charged on crutches and then consulted an ortho- 
pedist.” 


He was an “alcoholic,” had a positive Wasser- 
mann, and was not a tractable patient—what in- 
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surance companies would call a bad risk. He was 
discharged after one hundred seventy-six days 
“cured.” 


The correspondence follows: 


May 13, 1940 
Benevolent Insurance Co. ‘ 
Dear Sir: 

Mr. John Doe was admitted to this hospital 
today for bone graft operation. This man is an 
employee of Roofing Co. and Dr. Blank informs 
us that your company is to pay the bill for this 
operation. 


On January 29, 1940, x-ray examinations were 
made at this hospital for this patient and the 
bill was sent to your Company, a copy of which 
is enclosed. This bill has not been paid and we 
have heard nothing whatever regarding it. 


Will you please inform me by return mail if 
your Company will be responsible for the present 
admission and treatment of this patient. Also 
advise us when the x-ray bill will be paid. 


We also enclose a copy of a bill for x-ray exam- 
ination which was sent to your Company Decem- 
ber 8, 1939, and which has not been paid. This 
patient was referred for x-ray examination by 
Dr. Roe. Please advise us when this account will 
be paid. 

Your prompt attention will be greatly appre- 
ciated. 

St. Job’s Hospital 


May 14, 1940 


Doe vs. Roofing Co. 
St. Job’s Hospital . 
Gentlemen: 

This will acknowledge receipt of yours of May 
13, 1940. We are sorry that the matter of your 
x-ray bill was overlooked and enclose our draft 
in the sum of $10.00 in payment therefor. 
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We will be responsible for the hospitalization 
expenses of Mr. John Doe in accordance with the 
usual compensation rates. 


Benevolent Insurance Co. 


* * * 
Dec. 19, 1940 
Re: John Doe 
Benevolent Insurance Co. 


Dear Sir: 

On Nov. 5, 1940, this patient was discharged 
from this hospital and a bill for his hospitaliza- 
tion, a copy of which is enclosed, was sent to you. 


We have not as yet received payment of this 
account and would appreciate it if you will look 
into this matter and advise us when the bill will 
be paid. 

St. Job’s Hospital 


* * * 


Dec. 24, 1940 
Doe vs. Roofing Co. 
St. Job’s Hospital 
Gentlemen: 


This will acknowledge receipt of your com- 
munication of December 19, 1940, relative to the 
outstanding hospital bill. We are sorry we over- 
looked the matter. 


On reviewing our bills, it appears there are 
several items outside the usual scope of the com- 
pensation rates. We refer particularly to the 
medicinal charges. So that you will not be the 
losers on the entire amount of the bill, and in- 
asmuch as it is near the end of the year and you 
undoubtedly want to get your books in order, we 
are taking the liberty of forwarding you our 
draft in the sum of $675.00, which we sincerely 
trust meets with your approval. 


Expressing our appreciation for your kind co- 
operation in. this matter, we are 
Benevolent Insurance Co. 
* * * 


January 7, 1941 
Doe vs. Roofing Co. 
Benevolent Insurance Co. 
Dear Sir: 

We have yours of December 24 enclosing check 
for $675.00, which is $46.54 less than the amount 
of our account, saying “there are several items 
outside the usual scope of compensation rates. We 
refer particularly to the medicinal charges.” 


Usual medicines are included in our per diem 
charges. The medicines charged for were not of 
this class and so not within “the usual scope of 
compensation rates.” Does not the law require 
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payment of doctors, hospitals, and medicine as 
needed ? 


A list of medicines was compiled by a commit- 
tee of the medical staff to comprise the prepara- 
tions commonly required in hospital practice and 
furnished without charge. Physicians are notified 
that prescriptions not so listed will be procured 
and the patient must pay the cost to the hospital 
as charged by the druggist. This applies to com- 
pensation, as well as to all other patients. Listed 
preparations were not charged for, though used 
by this patient. The others were. The hospital 
cannot dictate the prescriptions of the physician 


‘ and decisions have ruled that they are proper 


charges, covered by compensation, insurance. 


Last May, before final admission of this pa- 
tient, we wrote asking if the expense was covered 
under your policy and at the same time called 
your attention to a bill for x-rays of this patient 
January 29 which had not been paid and to an- 
other bill of December 8, 1939, which was still 
unpaid. You replied regretting that the x-ray bill 
“was overlooked” and saying that you would be 
“responsible for the hospitalization charges in ac- 
cordance with the usual compensation rates,” 
whereupon he was admitted, and upon his dis- 
charge on November 5 a final bill was rendered 
as of that date. No payment having been re- 
ceived we wrote you on December 19 requesting 
payment and received your check a week later, 
eight weeks after it was due. In the meantime 
we had sent you weekly statements showing the 
amounts of our charges as they were incurred, 
including the charges which you now ignore, so 
that if there were errors they could be corrected 
as they occurred. 


Such are not the methods of reputable business 
firms according to our experience. 


Bills are paid when due and errors eliminated 
as they occur. We can rightly expect you to con- 
form with these recognized good usages and we 
object to your delays in payments without in- 
terest and to your late and arbitrary refusal to 
pay our charges as rendered after no previous 
objection thereto and especially with the follow- 
ing apparent threat, which we do not understand, 
saying that you are making the payment “so that 
you (we) would not be the losers of the entire 
amount (!) and inasmuch as it is near the end of 
the year and you (we) undoubtedly want to get 
your (our) books in order’! And the check 
stipulated that it is in full payment for any and 
all services. 


Thus you sought acceptance of the check with- 
out opportunity for discussion or adjustment. 
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We do not wish to serve any concern using such 
methods. We therefore request you to notify 
your assured to seek admission for their injured 
employees elsewhere. Humanity compels us to 
admit patients who are in need of immediate 
treatment but others, like the present case, for 
instance, covered by your policies will be refused 
admission. 


Our space and our money is needed for our 
citizens who need treatment and to whom the full 
cost would be a hardship. They pay $27.30 in- 
stead of $24.00 a week and this charge is kept 
below cost as far as the hospital can afford to do 
so, so as to lessen the hardship to persons of 
moderate means. 


Our plant was created and endowments given 
for such a purpose, not to enable business or- 
ganizations to save money on legitimate costs of 
their business so as to make a greater commercial 
profit. 


If this patient was not under the Compensation 
Act his bill would have been about $90 more 
which is the equivalent to the income of about 
$3000 of our endowment fund so that you have 
become the beneficiary to this extent of a fund 
that was certainly not entrusted to us for your 
benefit. 


It is true that the per diem rate was fixed by 
the Industrial Accident Board several years ago. 
Insurance companies were active in its establish- 
ment. But hospital costs have increased since 
then. Medical science has developed new and 
more expensive methods of treatment and wages 
have risen. We are quite sure that your insur- 
ance rates do not remain fixed for a term of years 
but are changed to cover costs plus a return on 
the investment. Why should not the same rule 
apply with regard to the business administration 
of hospitals. They spend money in plant and 
equipment contributed for the benefit of the sick 
and injured of a community and your business 
takes advantage of this because nothing is charged 
you for rental to cover interest and depreciation 
on the plant cost. And still you “chisel” on money 
expended for the medications of a patient in the 
endeavor to remove a permanent disability which 
would be costly to you and even more so to him. 


It is important for you that hospitals should 
be and remain efficiently built and equipped and 
provide the best care indicated by medical science 
and it takes money to do this. It would, we be- 
lieve, be good business for you to encourage such 
Service rather than handicapping it, by withhold- 
ing the money required to render such service to 
the patient. The law requires you to supply such 
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medicine as may be needed, which cannot be done 
unless you pay for it. 


You “sincerely trust” that your refusal to pay 
the bill as rendered “meets with our approval.” 
We think you will gather from this letter that it 
does not—and that we prefer to use our beds and 
spend our money for the needy people for whose 
benefit they were intended by our donors. Our 
beds are frequently all occupied and our revenue 
from endowment funds is diminishing by reason 
of lower returns on investments. And we cannot 
admit patients unless we have the beds to take 
care of them and money to pay the cost. 


Incidentally our average cost per day is over a 
dollar and a half more than you were charged, 
and in addition to several routine laboratory tests 
for which there would have been no charge there 
were eleven, for the purpose of checking blood for 
bone repairing qualities by which the medication 
of which you complain was largely controlled and 
for which you were charged the magnificent sum 
of five dollars, and spinal anesthesia administered 
for over three hours after preliminary examina- 
tions and preparation by an expert anesthetist. 


Insurance companies are fortunate in having 
such services available to them practically wher- 
ever they do business with no cost for interest, 
taxes and depreciation on buildings and equip- 
ment. 

St. Job’s Hospital 


This man was incapacitated for about two years 
by a broken tibia, most of the time in hospitals. 
The first hospital was not responsible except in 
so far as it allowed some incompetent man to 
practice in. it and without proper check up on his 
work. But it suffered in reputation. A warning 
to other hospitals. One would think that the ex- 
pensive experience would indicate to the insur- 
ance company the value of adequate support to 
insure efficient hospitals, but undoubtedly its ex- 
pense bill will be absorbed by increased rates to 
employers. 


Employers are not hardhearted. They fre- 
quently contribute to hospitals and other char- 
itable institutions, but no doubt assume that their 
injured employees are adequately provided for 
under Workmen’s Compensation laws. 


Where such practices prevail, hospitals should 
unite to remedy the evil by legislation or in the 
Courts. Wise and properly informed insurance 
companies and employers should be glad to co- 
operate for, humanity aside, poor treatment of 
injuries is costly to them as well as to the victims, 
and hospitals cannot maintain efficient service 
without money to pay the necessary costs. 














Inclusive Rates 


JAMES A. HAMILTON 


N inclusive rate is not necessarily a flat 
A rate nor a bargain rate. Neither is it one 
which includes the entire length of service 

nor is it new. Inclusive rates were in vogue many 
years ago before laboratories, x-rays, etc., be- 
came significant. As these special services devel- 
oped, each administrator found it necessary to 
add on extra charges. These extras have in- 
creased in number to the extent that, many times, 
the bill for extras far exceeds the bill for room 
rates. Because of that it seemed to many people 
that it would be better for the individual arriving 
at the hospital to know that the full extent of the 
care that might be necessary for him to have 
would be given without undue financial burden. 


Two or three hundred hospitals in the United 
States have inclusive rates. These rates are based 
upon two factors, a room or day factor (which is the 
ordinary room rate), and a general service factor: 
that is an attempt to put into a single comprehen- 
sive rate all necessary charges for the special 
services, including x-rays, laboratory and operat- 
ing room fee, anesthesia furnished by the hos- 
pital, all the ordinary drugs, etc., leaving for the 
exceptions or extra rates things like telephone 
and unusual drugs outside the formula. There 
are two basic ways of making up this general serv- 
ice factor, (1) a graded plan with a decreasing 
amount for each of a fixed number of days; (2) 
a flat rate plan with the same amount for every 
day of stay. Under a graded day plan an amount 
would be added to the room rate for each of the 
first seven days’ stay, for example, if we were 
attempting to bill a patient for a $5 room the 
bill would be $5 plus $8.50, or $13.50. The bill 
for the second day would be $10.50, or $5 plus 
$5.50, etc., down through seven days, in this par- 
ticular plan. After the seventh day, the charge 
would be merely the room rate charge, or $5 a day, 
thereafter, irrespective of whether extra service 
comes on the last day of the stay or the first. Many 
institutions have found it wise to wait for a few 
days before beginning the service factor and some 
to run it only for five days. It is primarily de- 
termined upon the volume of diagnostic patients 
and the volume of each length of stay. Usually 
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these service amounts added together represent 
$35. Some hospitals have seen fit to put them 
at $30; some at $20; some at $25, depending upon 
what was found from investigation to suit that 
particular community. Some institutions have 
also varied this amount between private and semi- 
private accommodations with the scale a little 
higher for private rooms, starting off with $10 a 
day, $6 a day, etc., rather than the $8.50 and 
$5.50. 


Others have said, “We do not believe in a 
graded scheme like this, we believe in a definite 
flat rate scheme,” in which case they have usu- 
ally picked out $2. For every day then it is $2 
instead of $8.50, $5.50, $3, etc. In that case the 
patient’s day bill is $5 plus $2 which is $7 for 
every day of his stay. Those are two entirely 
different theoretical bases, and both are used in 
my own institution. I use the graded one for 
my private and semi-private cases, and the flat 
one for my ward cases. 


Advantages and Feared Disadvantages 


Already in your hospital literature and in vari- 
ous hospital magazines there have been excellent 
articles on the subject of inclusive rates. They 
are available in the Bacon Library at the Asso- 
ciation headquarters in Chicago and enumerate 
the many advantages and disadvantages. There 
are two outstanding advantages: (1) while this 
method is making it possible for the doctor to 
make sure that his patient gets all the care that 
is necessary, all of your vital services are within 
reach of the patient without extreme financial 
embarrassment—that is very important; (2) the 
patient and the doctor in advance can be told the 
exact amount of the patient’s bill, with only the 
variation of telephone and a few things like that 
—that is also very important. You can see a great 
many aspects of these advantages, not the least 
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of which are improved care in the hospital, im- 
proved patient-hospital relations, improved doctor- 
patient-hospital relations and improved patient- 
doctor relations. 


The biggest disadvantage, supposedly, is that 
if this plan is not well figured out you may have 
a tremendous increase in diagnostic expenses, etc., 
so that it may cost you more than the income in- 
volved. Careful study and planning can prevent 
this. Of course, inclusive rates can be and are 
changed. Incidentally, one of the advantages is 
the ease of changing them. If you go through 
your old system and attempt to raise the rates, 
you are going to tack on about fifteen cents for 
this laboratory test and twenty-five cents for that 
one. Certainly you would not change the operat- 
ing room rate for less than a dollar, and before 
you get through you may have raised the patient’s 
bill a considerable amount of money without real- 
izing it. With the inclusive system it is easy to 
tack, say one or two dollars, onto one of these 
amounts. That would not necessarily be a burden 
and yet might mean that you would get the neces- 
sary income you need to operate. 


Another anticipated objection of the plan is 
that a patient who has not received an x-ray will 
kick about paying a portion of another patient’s 
x-ray. I have had to do with putting an inclusive 
rate system in my own institution in New Eng- 
land. If there is anything conservative and re- 
actionary about such matters, it is New England, 
yet this rate has been in a year and a half and I 
have not heard the slightest unfavorable reaction. 
People accept the insurance principle because it 
protects them against extreme hazards. About 
six months ago I put inclusive rates up to various 
practitioners using our hospital, and invariably 
they voted for it. In fact, I know that the pro- 
fessional staff of another institution has demanded 
that its management put in inclusive rates, at 
least in its ward services. 


Abuse of Plan 


Another objection relates to the abuse of the 
plan. Invariably you will find, if you study a 
great many cases within your own institution, 
that the ward patient has, as an example, about 
forty per cent incidence in x-rays. If you study 
your private and semi-private patients, you will 
find that it is somewhere between twenty and 
twenty-two per cent. If you put in the inclusive 
rates this incidence in the private and semi-pri- 
vate x-rays will invariably go up to approximately 
forty per cent. Now that is one indication to me, 
at least, that the need was there before, but no 
one recognized it or said anything about it. Any 
abuse of a system must depend upon the people 
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using it. The majority of experiences indicate 
very little, if any, abuse. Occasionally some one 
has to caution a doctor who wants a cardiograph 
every day that perhaps that is not necessary. 
Some say that this rate is going to increase the 
diagnostic service within your institution so 
that the length of the patient’s stay will be de- 
creased. This should be so. 


You get some reaction from the x-ray men in 
your community. They say this is going to take 
business away from them, to a degree that is so. 
If a community has invested money in more x-ray 
equipment than it can stand, however, it is not to 
the advantage of the community that the x-ray 
equipment of the hospital be operated only fifty 
per cent. I find the x-ray costs have gone up, but 
the production costs have not gone up in propor- 
tion. If you are operating your x-ray at only 
sixty per cent of capacity, you are going to find 
very little additional cost. In my own case it 
went up eighteen per cent in income and fourteen 
per cent in expense. 


Some hospital administrators will say that you 
must have the old rate system to keep up the cost 
accounting, that is not so. It is entirely possible 
to utilize an inclusive rate efficiently from a cost 
accounting standpoint. I shall not bore you with 
the details, but I will say I am not sure it is neces- 
sary from a management viewpoint, to know 
where an individual diagnostic department is 
making or losing money; even if it can be done 
by both systems, I am not sure. 


Summary 


If group hospitalization plans are making it 
possible for people to come into the hospital by 
spreading the cost, then we, as administrators, 
must do something within the hospital to make it 
possible for people to get complete hospital service 
by spreading the cost over a large number of 
people. 


A review of the schedule of rates of almost all 
hospitals displays that the development in recent 
times of anesthesia, x-ray, and other modern serv- 
ices has caused special charges to be added to the 
room charges until a patchwork of rates has de- 
veloped, confusing both to the patient and the 
physician. This confusion can be eliminated by 
the adoption of an inclusive or comprehensive day 
rate. In many hospitals it has transcended the 
period of innovation and it is appreciated for its 
outstanding benefits to patient and physician 
alike. 


I have never known a hospital that has put in 
an inclusive rate (I do not mean bargain rate) 
that ever took it out. 
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Purchasing Routine 


L. M. ARROWSMITH 


of merchandise. Although you have heard 

for some years past a fair amount about 
standardization and simplification, you probably 
have not bothered much to find out what these 
words meant in terms of hospital procedure. I 
will admit that it does take some digging really 
to understand the méaning behind these words. 


T= subject of this discussion is the selection 


Purchasing by Specification 


Inspection of merchandise is one of the first 
things to be considered in purchasing. Our aim, 
of course, is to buy the thing which is going to be 
of most use to us at the least cost. In order to do 
that, we first have to get the details and put these 
details in writing. We must have written agree- 
ments. These details are known as specifications. 
_ We cannot just order coal or fuel oil or any other 
product that we use; we must know what it is we 
are buying. We must have an agreement with a 
supplier to give us the thing we really require for 
our particular needs; we must know that we get 
the merchandise we have ordered and for which 
we are expected to pay. Therefore, purchasing by 
specification is, for intelligent purchasing, abso- 
lutely essential. 


Now comes the question of how to draw up 
specifications for any given kind of merchandise; 
what aids have we in determining the material 
that we really need? We cannot, unfortunately, 
rely on the salesman; he is a fine fellow, he may 
take us out to lunch; but he is frequently un- 
familiar with the technical details of the product 
he is trying to sell. There are exceptions, of 
course, but as a general rule salesmen do not know 
the detailed, technical facts concerning the prod- 
ucts they sell. How many times have you asked 
a coal salesman, “What are the specifications of 
the coal that is offered at $6 or $7 or whatever 
it is?” His reply in nine cases out of ten is, “I 
will call up the office and find out.” He just does 
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not know. So we must rely on other types or 
other sources of information. to get the details, 
the specifications that we need to do our pur- 
chasing. 


Standards and Simplified Practice 
Recommendations 


In Washington there is a Bureau of Standards. 
That seems far away and rather impersonal. As 
a matter of fact, a group of us who have worked 
with the Bureau in Washington have found it 
entirely different; they are a fine group of men 
as eager to help us as we should be eager to have 
their help. 


We all get from time to time pamphlets from 
the Bureau of Standards, “Standards” or as they 
are called “Simplified Practice Recommend- 
ations,” and the chances are very strong that 
we read the titles and consign them to the waste 
basket, or if we feel very kindly toward them, we 
put them in the file where they are forgotten. 
Those Standards and Simplified Practice Recom- 
mendations, which I will explain a little more 
later, are set up in many cases by your own com- 
munities. Your Committee on Simplification and 
Standardization has formulated many of the stand- 
ards which you have received in the mail from the 
Department at Washington. I cite one in partic- 
ular on dressings, which you will probably remem- 
ber was set up by Dr. Faxon; another, which you 
may remember because you had to answer the 
questionnaire, was on hospital beds. Recently, 
quite a long questionnaire on castors was sent to 
you by Johns Hopkins. The work has been as- 
sembled in Washington; the Bureau of Standards 
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goes through a regular process of getting the ap- 
proval of the manufacturer, the distributor, and 
the consumer of hospital goods. 


In hospital goods we are the principal con- 
sumer, but the manufacturer’s approval is ob- 
tained so that when a standard or simplified prac- 
tice recommendation is sent to you, it hag the 
approval of a large number of the manufactur- 
ers, distributors, and consumers, and it does bring 
together a good deal of thought on a given sub- 
ject. When these pamphlets come to you, do not 
throw them away, but dig into them and see what 
they have to offer. 


Simplification 


The first thing in getting our specifications is 
the application of simplification; in other words, 
we want to buy the material that the manufac- 
turer can most readily make. That is bound to 
be the least expensive for us. 


Some years ago the Committee on Simplification 
and Standardization sent out a questionnaire on 
hospital beds and got nineteen hundred replies. 
The Committee discovered that, in nineteen hun- 
dred hospitals, there were nine hundred different 
size ward beds. The Committee then took those 
figures, determined from the experience of 376 
hospitals that used the same size beds, and made 
that the simplified practice recommendations for 
ward beds. That gave us one length, one height 
and three widths; and when you consider it, that 
is all that is necessary. 


As hospital administrators, we are individual- 
ists, and we like to feel that we are ordering pos- 
sibly’ something that nobody else has ordered, 
which is a great mistake. We do not need to give 
up individuality because we buy a product which 
is shown to be of the greatest usefulness. As a 
matter of fact, saving our hospital’s money by 
buying the material which the manufacturer can 
make at the least cost, which he does not have to 
keep inactive on his shelves, which does not tie 
up his money, which he can. turn over promptly 
and make deliveries promptly and from which we 
can get redress if the merchandise is not satis- 
factory, that is simplification. It is simple enough 
but not very clearly understood. This reducing 
the number of sizes, let us say, of goods to be 
used, to those which are essential to us and 
cutting out those which are non-essential, means 
that we are cutting our specifications down to 
Standard through simplified practice recommen- 
dations. 


Standardization 
The same Bureau in Washington puts out stand- 
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ards. I will not try to give the technical defini- 
tion of that, but in general a standard is deter- 
mined upon through experience and from the con- 
solidated opinion of, again, the manufacturer, the 
distributor, and the consumer. What are the par- 
ticulars you must go into, in a question of mer- 
chandise to make it satisfactory? You must 
consider the strength, the durability, and the qual- 
ities which are inherent in the materials used. 
There are certain things like mattresses that make 
it difficult to determine what is in them. How 
do you know that the mattress manufacturer has 
not put in. an excessive amount of cattle hair or 
even excelsior or something else? If you buy on 
specifications from him and say that he shall 
make deliveries of merchandise which has so 
much cattle hair, so much mane, so much horse 
tail, etc., in different percentages and he does not 
keep those percentages, then you have a definite 
comeback on him, but until you have done that, 
you have no comeback at all; you ordered a hair 
mattress and you do not know what you have. 
Therefore, standards give to us the construction 
of material, the strength of material and items 
of that nature, and many things which they cover 
determine the limiting feature of the material 
that we buy. In other words, the item has got 
to be up to a set standard before we will accept it. 
From simplified practice recommendations and 
from standards, we get our specifications, that is, 
the details. 


Value in Use 


We may not feel it necessary to go any further 
than that, but, as a matter of fact, that is only 
the beginning and the real test of the merchan- 
dise that we want is its value in use. What does 
that mean? Let us take an example of surgeons’ 
gloves, a typical hospital product. The salesman 
will sell you gloves, will possibly give you all the 
specifications on them, and tell you that the gloves 
can be sterilized fifteen, twenty or twenty-five 
times. Did you ever keep track of the number 
of times that gloves are sterilized? Did you ever 
reach fifteen sterilizations or did you ever reach 
ten? 


Many gloves are probably destroyed by pin 
pricks or something of that sort after they have 
been used once, twice or three times, so why do 
you care that surgeons’ gloves can be sterilized 
fifteen or twenty times? That argument 
should ieave you quite cold. In other words, 
why should you buy gloves at $5 a dozen when 
gloves at $1.80 or $2 a dozen are going to prick 
and cut just as easily and are going to be just as 
useful to you, once they are cut or pricked, as 
these more expensive ones? That is the meaning 
of value in use. 
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Cellulose 


Another example is in cellulose. A recent in- 
vestigation by the Bureau of Standards shows 
that one sheet of cellulose containing about thirty- 
five leaves of fiber has the same absorbing power 
as another cellulose with twenty-one leaves, or a 
third cellulose with twenty leaves; in other words, 
in one case you are paying by weight for mate- 
rial which is not doing any good. Again, value 
in use! One more thing on cellulose: we like to 
see something that is nice and white and shim- 
mering. But would not a yellow cellulose or an 
off-color cellulose do you just as well? Must we 
put our hard-earned and hard-begged money into 
material that is not essential to our hospital and 
of no value in use? That is the ultimate crite- 
rion of our purchases, and that can be had only 
through research or through our own testing. We 
are not, in general, equipped with physical lab- 
oratories that can make tests of a rather elabo- 
rate nature on merchandise that we are buying 
in moderately small quantities. We have got to 
send that merchandise to some other place to have 
it tested. There are a few tests on cellulose that 
you can make yourself. You can drop a piece in 
a pan of water and determine how quickly it will 
absorb completely with water. Most of the tests, 
however, are rather difficult; we are, therefore, 
looking to some organization, that does testing and 
whose results are reliable and who can give us 
the information that we really require. 


American Hospital Association Manual of 
Specifications for the Purchase of Hospital 
Supplies and Equipment 


I know that the American Hospital Association, 
feels and has felt for some time, that it should 
offer to its membership the facilities of a labora- 
tory, and I hope and pray that some day that 
laboratory will come. It will be one of the great- 
est things the Association has ever done. It will 
give you the opportunity of knowing the mate- 
rials which you use. In the meantime, and this 
is a really important message I have for you, 
after seven years now—the matter was brought 
up I think seven years ago—there has been pub- 
lished and distributed a Manual of Specifications. 
A good many of you have been very keenly inter- 
ested in this because the value of it has been real- 
ized. It is a compilation of the standards and 
simplified practice recommendations put out by 
the Federal Government, the Army, the Navy, the 
Department of the Interior, the American Stand- 
ards Association, the National Society for Test- 
ing Materials and many other organizations. It 
is a compilation of standards, something to which 
you can go for information, and real information, 
on the material that you have under consideration. 
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It is a bound volume containing something like 
eight hundred pages. There is something on elec- 
tric hot plates—we use a great many of them; 
something on fire extinguishers, chemical and 
carbon tetrachloride type; soda acid type, etc. 
There is a chapter on fire hose; linoleum; tile; 
rubber tile; even bread and rolls. That is just 
an example, as they happen to come along, of the 
variety of things you will find in this manual of 
standards. 


It has been compiled with the hope and expec- 
tation that it will be kept on the desk of every 
hospital administrator or purchasing agent, and 
that he will refer to it for those specifications that 
he needs to at least limit the minimum standard 
of his purchases. We could not include in it all 
of the materials that hospitals use because they 
use a great deal of building material or matter 
of that kind, which of course could not be in- 
cluded because of the bulk, but there are refer- 
ences to woodstuffs, building material, wood, stone 
and everything else, to the standard in one de- 
partment of the government or another where 
those things can be and should be looked up. This 
Manual of Specifications is in a handy bound vol- 
ume, and will be kept up to date as things change 
—and they are changing with some degree of 
rapidity. It will be a real convenience to you. 
May I again express the hope that it will be used 
to your own advantage. 


Here is one sample of what has gone in. toward 


making up that Manual of Specifications. This 
folder may be thirty or forty pages. The result of 
a questionnaire on castors does not seem to be a 
very important thing, but the replies we have had 
on the variety that has been used are appalling, 
and every time a questionnaire has been sent out 
to determine the use of a product, the replies 
showing a vast number of sizes are perfectly 
appalling. Neil Johnson is primarily responsible 
for it. It gives the details of the castors which 
should be used on possibly a hundred or a hun- 
dred and twenty-five different wheelable objects 
in the hospital, beds, trucks, bureaus, bedside 
tables, everything, determining from the majority 
use of the hospitals who answered this question- 
naire what size to recommend. 


Now, understand that these standards are recom- 
mendations; they were arrived at with the help of 
the manufacturers with the idea that by limiting 
the number of sizes, etc., the manufacturer will 
reduce the cost to the consumer. This of course 
cannot go into the Manual of Specifications prob- 
ably in its entirety; it will certainly be published 
by the Bureau of Standards and it will be possible 
for everybody to get a copy of all the informa- 
tion that has gone into this. 


HOSPITALS 








GeeaD Ne Acai ha, Gee ea 


3 





CLARA 


directors of schools of nursing fully realize 

the financial situation in the voluntary hos- 
pitals. A satisfactory program in a school of 
nursing costs more than one which is unsatis- 
factory ; superintendents of nursing services can- 
not provide an adequate nursing service unless 
they can employ the products of a school which 
is set up on a good educational plan. 


C sizectars to some expressed opinions, the 


Value of a Sound Educational Plan for Nurses 


Hospital directors and directors of nursing serv- 
ices often differ greatly as to what constitutes a 
sound educational plan, but any director of a well- 
run hospital will agree with us on the necessity of 
a good nursing service. We simply express our 
views in different terms. Hospital directors ex- 
pect to see the end result of satisfied patients and 
medical staffs whose complaints are not too fre- 
quent. We see the day to day difficulties of ob- 
taining this result. 


In order to make the nursing service as efficient 
as it now is, we have been forced to make some 
changes in our methods of teaching student 
nurses. These changes are based not on theo- 
retical flights of fancy, but on a careful analysis 
of what graduate nurses actually do, and in this 
discussion I speak only of what they do today in 
hospitals. 


As a result of these changes the costs of con- 
ducting a school of nursing have certainly 
mounted, but it is not logical to compare the costs 
of twenty years ago with those of today without 
a similar comparison of nursing activities and hos- 
pital demands in these two periods. It did not 
cost much to possess a very good school in 1920, 
and the women who were graduated from these 
schools were equipped to function very success- 
fully as head nurses in the hospitals of that time. 
We have heard some fervent prayers for the re- 
turn of these women—the implication being that 
such a miracle would cure all the defects in the 
present situation. I have joined even more fer- 
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vently in these petitions—for only if these women 
could shuffle off the intervening years and come 
back to the floors with the same skills and knowl- 
edge which were so sufficient in 1920 could it be 
demonstrated that the times and situations have 
changed in a greater degree than the women. 


It is trite to speak of the spectacular advances 
in medicine and research since 1920, but only those 
who have kept in close touch with the actual work- 
ing situation in hospital wards realize how the 
changes following the trail of scientific achieve- 
ment have complicated the set-up and hastened 
the tempo on our floors. It is this multiplication 
of important details concerning diagnostic tests 
and research procedures and the real “speed-up” 
in nursing service which makes it impossible for 
head nurses to meet the demands of the hospital 
administration and medical staffs without a corps 
of well-trained graduate nurses, and explains why 
we cannot throw young women of eighteen and 
nineteen into such a melée without considerably 
more background of instruction and much more 
guidance than was needed even a few years ago. 


We seem to lack the ability to make this point 
—and I am of the opinion that it cannot be done. 
The situation must be seen at first hand to be 
understood, and none of you has time to sit for 
even a few hours at the nursing station of an 
active service and observe the activities. But 
you might look at the amount of parenteral fluids 
coming from your supply rooms—and reflect that 
about all the medical staff does is to put the 
needles in. Have you ever looked over the nursing 
routines for ordinary diagnostic tests and com- 
pared them with those of ten years ago? Con- 
trast the nursing preparation for and the number 


' of routine x-rays. Take your medical records of 


1910, put them beside those of last week, and 
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reflect that every bit of that increase in detail 
has brought a corresponding increase of respons- 
ibility for the nurses to carry. 


Hospital insurance plans have our hearty sup- 
port, even though they put a great administrative 
burden on our staff. Formerly, we had one or two 
physicians or surgeons making visits—now we 
may have just as many as we have hospital in- 
surance patients! A large number of patients 
come for a three-day check-up. It those three 
days, it is a frequent routine to give them a 
gastric-analysis, a barium x-ray, P.S.P. tests, a 
gall bladder series, glucose tolerance tests, an 
Addis count, and a basal metabolism. If you are 
are not familiar with the nursing routines on 
these procedures, it might be well to look them up 
and multiply them by two or three daily for the 
floors which admit this type of patient. I think 
you will agree that very few of them can be 
delegated to the practical nurse. Mistakes or 
omissions are matters of expense which must be 
explained to the administration. 


In addition, the nurses must cope with many 
visitors to the patients and a decidedly better in- 
formed, far more critical and more articulate 
patient census. 


The Head Nurse of Today 


You have set up another hurdle. The head 
nurse of yesterday had time to teach students— 
not formal class work, but the daily incidental 
teaching which is so much more vital. She had 
infinitely less detail to handle and she had only 
students to manage, with perhaps one orderly— 
not graduates, students, attendants, secretaries, 
ward helpers, and orderlies—so it was not neces- 
sary for her to be a personnel manager. She 
usually had her desk in the middle of a big ward 
where privacy for patients was maintained with 
about one portable screen for every five patients, 
and she knew every blessed thing that went on. 
The change in hospital construction, believe it or 
not, has had some influence on the school of 
nursing curriculum. 


Other Reasons for Increased Costs 


There are other reasons for increased costs. 
One concerns the time given to nursing service 
by student nurses. They used to work twelve 
hours in the daytime. Class hours were deducted 
from time off duty and if a student was unfortu- 
nate enough to have two hours class in one day, 
she had one hour to rest between 7 a. m. and 
7p.m. Moreover, classes were often very thriftily 
given in the evening when the day’s work was 
done and the wards would not be upset by stu- 
dents rushing off. I can remember when I had 


44 


three of these a week, and I do not remember 
that I felt the plan was at all questionable. The 
young woman of today would not consider these 
ideas; she comes to the school of nursing with 
a very different concept of her place in the uni- 
verse than was accepted by the generation preced- 


ing her. She is, on the average, younger than 
the students of 1920 and much less accustomed 
to assuming responsibility, but if she is smart 
enough and practical enough to keep her head 
above water when she is flung in to sink or 
swim, she is smart enough to make a long plan 
for the future and get the best return she can 
for her brains and energy. She selects the school 
which offers what she thinks is the best prepara- 
tion and, if she and the school have made a wise 
choice, each benefits. Usually she may stay on 
after graduation as a staff nurse for a year— 
sometimes for two years—before she marries or 
goes on up the professional ladder, but during 
that time she is worth in cash to the hospital at 
least two poorly prepared people. 


Liability of the Poorly Trained Nurse 


We get plenty of sketchily taught and meagerly 
equipped women, and they cause most of our 
trouble in running a nursing service. They often 
require as much help as student nurses. It is 
very difficult to teach a person who has been led 
to believe that her educational program has been 
completed—but teach her we must or ask for 
her resignation, and perhaps get someone no 
better in her place. Often we can put her on one 
floor and keep her there, where she finally be- 
comes a real help—but we cannot move her to 
another service, and expect the same result. The 
cost of heavy turnover in staff has been calculated 
to some extent, but the cost of time spent, equip- 
ment wasted, and good will lost while graduate 
nurses are being retaught is something to reckon 
when we speak of the cost of a school of nursing. 


Some of us who are responsible for a nursing 
service look back with considerable nostalgia to 
those simpler, slower moving days. But we 
cannot put the clock back! If we must provide 
the kind of nursing service which the medical 
staff has grown to expect and demand, we must 
also have schools of nursing which prepare nurses 
to function in hospitals in such ways as save 
time, money, and headaches. We cannot give 
the same service with a preponderance of practi- 
cal nurses on our floors. We can use a carefully 
balanced number of subsidiary workers with 
economy and efficiency, but no more if the present 
service is to be maintained. We cannot make 
bricks without straw—and our nursing service 
“straw” for your hospital service “bricks” are the 
well-taught students. 
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A Psychiatrist Evaluates the Hospital Library 
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trend toward improved and more active treat- 

ment of mental patients. A gradual addition 
to the armamentarium of treatment has been the 
library and the librarian. We are all acquainted 
with the fact that the thought of having a 
library for insane patients would have been sub- 
ject for ridicule not so many years ago. Witha 
better understanding of mental disease we have 
also improved the treatment and it is felt that 
a library with either the full or part time help of 
the librarian is of considerable help in any insti- 
tution for treatment of mental disease. 


I recent years there has been a very definite 


Average Mental Patient Retains Many Normal 
Interests and Reactions 


First, it is important to keep in mind that a 
mental patient is a sick individual but still a 
human being. Instead of suffering from an af- 
fliction of a lung as in pneumonia, the patient 
suffers from an affliction of the mind. It is a 
matter of perpetual wonder how frequently lay 
persons will ask in surprise as they visit a mental 
hospital: “But, Doctor, where are the padded 
cells?” Naturally the idea of a padded cell brings 
to mind a raving maniac and it is really astound- 
ing how many people still retain that conception 
of a patient in a psychiatric institution. Need- 
less to say the padded cell is as obsolete as the 
wrappings of a mummy. More often we find the 
borderline between insanity and sanity so slight 
that only one trained in the subject can define it. 
The trend in treatment of such cases, whether 
they are in confinement or without, is to keep 
them in touch with reality and to have them lead 
as normal a life as possible. Some psychiatrists 
go to the extent of not even institutionalizing pa- 
tients but boarding them out with responsible 
families who have understanding of such cases 
and can take care of them. We hear of such 
things as the Gheel Plan becoming more promi- 
nent and successful. 
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Reading 


Oftentimes the disruption of the activities of 
a patient may lead to mental trouble. In this 
instance remember that almost all patients have 
some time or other formed the habit of reading 
during their normal life and received much solace 
and education from this source. Why tear them 
away from such activity now that they are con- 
fined? Let us keep them interested in life, and 
its affairs, in literature and science, art and music 
and so speed the rate of recovery. Now let us see 
what we can achieve by reading. We might say 
we have several purposes and ends to attain. A 
knowledge of a patient’s reading interest may pro- 
vide an important clue to his mental state and may 
help to decide the treatment he needs. 


Therapy 


The most common type of psychosis is dementia 
praecox or schizophrenia. In this mental trouble 
the patient secludes himself from the outside 
world to the extent that we often refer to it as 
a “splitting of the personality.” Our greatest 
problem is to get him interested once more in 
the environment and present world and to get him 
away from the dream world into which he has 
buried himself. The key to this change might 
very readily be a book, a thought, a picture, or 
a current event. Once interest has been aroused 
in a patient a great part of the battle has already 
been won. It is true urging, persuasion and help 
are necessary to continue and help them in this 
interest and so on to eventual recovery. 


We should study the patient’s likes and dis- 
likes, hobbies, pursuits and other activities. This 
will give us a lead on the possible interests that 
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the patient has and then tackle that field. It may 
be science, travel, art, literature, current events 


or fiction of certain types. News events and 
sports are always popular with the male patients. 


Effect of New Interests on Conduct 


Many cases can be quoted where a patient 
became interested in some particular field and 
then progressed on to recovery and full work in 
that very line. I remember one patient who 
became interested in art and drawing. He had 
been a continual problem prior to that time. He 
had married four times, repeatedly escaped from 
the hospital, wrecked stolen cars, and been con- 
victed for manslaughter following the wrecking 
of a car and the death of a person. He was con- 
stantly planning to escape, grumbling, and a dis- 
turbing element. Once his interest was aroused 
through books and pictures there was an about 
face in his conduct and attitude and he has been 
a model patient ever since. Now his entire wel- 
fare is wrapped up in the pursuit of pictures, 
colors, paintings, and catalogues. 


A book on travel may recall to the patient 
places that he had formerly visited and along 
with that a pleasant trend of events. This item 
pursued assiduously might be a lead to eventual 
recovery. 


Frequently patients have ideas that may be 
useful and even of a financial help. One patient 
who started to work on crossword puzzles after 
obtaining a book on the subject from the library 
and since then he has won numerous small cash 
prizes from various sources in the solution and 
construction of such puzzles. This provided a 
small income for him and made it possible to ob- 
tain the small luxuries that are so essential to 
one confined. Improvement followed and he re- 
covered and was finally discharged. 


Another patient became interested in chess. He 
is now an expert in that field and has had many 
solutions published in the chess journal as well 
as carrying on games through correspondence 
with various masters of the game. Just recently 
he received first award for a chess problem sub- 
mitted to Chess Reviews magazine. One could go 
on and quote numerous other such cases. In all 
instances the start of recovery could be attrib- 
uted to the library. Of course it is not a panacea 
but it is of definite value and help in any program 
of hospital, dealing with mental disease. 


Amusement 


We, of course, realize that a library can be a 
considerable source of amusement to any of us. 
In addition to books the library has games and 
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other forms of material used for amusement. Jig- 
saw puzzles, dominoes, checkers, cards, chess, and 
so on. There are books and materials for plays 
that might be given; song books for the choirs 
which sing at special occasions and give cantatas. 


Sedatives 


Frequently patients like to listen to sports 
events and it is considered a privilege to do so. 
Now if they know that this privilege is taken 
away from them if they misbehave their conduct 
becomes much better. In the same way the 
privilege of going to the library may be taken 
away for a short time. Reading furnishes one 
of the greatest means of relaxation to the emo- 
tional tension and many patients have been under 
immense emotional strain. Reading subdues 
angers, fears, and dreads, and the intense delu- 
sional ideas that may be present. An individual 
who is reading cannot be thinking of other things 
which might be injurious. He cannot very well 
be plotting to injure somebody else or do harm 
to himself and he does not have time to worry. 
Again let me emphasize that it may be difficult 
but important to arouse the patients’ interest suf- 
ficiently to start them to reading and to keep them 
at it. 


The Importance of Book Censorship 


In closing I wish to say that censorship of books 
and magazines is of some importance. We find 
that the types of books most preferred in a library 
are selected types of fiction and detective stories. 
The classics are always popular. Then we have 
travel, action stories, sports, and science. We 
should try to avoid the cheap pulp magazines, 
the murder and horror stories, books that tend 
to depress, obscene books and pictures. 


On occasions we may find a patient who is fairly 
shrewd and attempts to obtain a book with the 
idea of creating trouble through that medium. 
One patient confided in another that he had found 
a way of making a weak solution of acid and this 
was to be used to slowly etch the screens and so 
affect release from the hospital. Fortunately, the 
other patient reported this to authorities and the 
plot was stopped. Another patient whispered to 
the attending doctor that he could blow the whole 
hospital up into bits. Investigation revealed that 
he had obtained a book on chemistry and had 
falsely reasoned that he could make trinitrogly- 
cerine by obtaining and mixing glycerine and 
nitric acid. Both chemicals are used in the hos- 
pital. The belief of this was vague and far- 
fetched but it does demonstrate that one must be 
on one’s guard against things of this kind. As 
a rule such attempts are abortive and rather 
grandiose. 
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a very different type of place from its prede- 

cessor. People formerly went to a hospital 
only when they were about to have an operation 
or when they were seriously ill and the family 
was unable to care for them. 


Te: community hospital of today has become 


Today, our hospitals are scientific laboratories 
for the examination and treatment of the ill, and 
are equipped with expensive and complicated de- 
vices which require highly trained persons to 
operate them if the needs of the patients are to 
be met. There are relatively few doctors in gen- 
eral practice, and in our smaller centers even very 
few specialists, who can afford to purchase and 
keep up this specialized equipment and at the 
same time invest in further professional training. 
And there is no real reason why we should ask 
this of our doctors, for, to take one example, we 
long ago decided that our scholars need not own 
vast libraries in order that they might pursue 
scholarship. This rightly should be considered a 
community obligation. 


Today, people are decidedly more medical con- 
scious and more people accept, as a matter of 
course, the idea of going to a hospital for treat- 
ment, and each year trustees discover that the 
fields of service of their hospitals have widened, 
and that the rate of occupancy of the hospital 
has increased. It is a rare hospital that has not 
begun to feel the need for greater expansion of 
its facilities if it is to keep abreast of the needs 
of the community in which it is situated. 


Problem of Using Hospital Facilities Intelligently 


With the increase of the material facilities at 
hand for the care of the ill has come the problem 
of how we are to use these facilities intelligently 
and efficiently, for everyone will concede that 
without a competent and skilled staff our building 
and our elaborate and costly equipment are use- 
less, and they are even dangerous if they are used 
by the untrained and the unethical. 
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No longer can we be satisfied to appoint a staff 
of surgeons and a staff of physicians each year 
and feel that we have fulfilled our obligation as 
trustees. We would be most ill-advised and remiss 
in our duty. if we were to comfort ourselves with 
the pious reflection that we have done all that we 
can reasonably be called upon to do, and that 
henceforth, the hospital and its staff will operate 
efficiently until the time comes for another annual 
meeting. Such an assumption we would not dare 
make in our own business. 


Each year we ask the community to donate 
funds to be used in assisting us to conduct our 
hospitals, and we must use this money to the very 
best advantage and justify the trust which the 
public places in us. 


Staffing the Hospital to Meet the Physical 
Needs of the People 


We must be certain: that the physical plant 
which has been equipped through the generosity 
of the community is ably staffed to provide for 
the physical needs of the people who provided it. 
An able staff can do remarkable work with limited 
equipment, but the finest hospital in this country 
is a sad spectacle if it is indifferently staffed. 
Thanks to the pioneering of the American Col- 
lege of Surgeons and the minimum standards 
which they have been able to establish based on 
surveys started back in 1918, trustees have had 
this phase of their job made a great deal easier. 


Staffing a hospital, like most of man’s other 
achievements since time immemorial, has been 
based too frequently on the trial and error meth- 
od, and theories that seemed excellent proved dis- 
appointing in practice. Gradually a system has 
been evolved that has received general acceptance 
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in this country and Canaaa, and it has given rea- 
sonably satisfactory: results. Like all systems it 
is not perfect and it is and should be open to con- 
stant constructive criticism and improvement. 


In the organization of any group, some provi- 
sion must be made for the appointment of some 
few individuals who are to be responsible for the 
activity of the group as a whole. With consider- 
able inward misgivings at times, a physician-in- 
chief and a surgeon-in-chief of the staff are ap- 
pointed by the trustees to provide for this very 
essential responsibility. 


Responsibilities of the Active Staff 


The active staff of the hospital should draw up 
a set of by-laws and these by-laws are or should 
be based on the minimum requirements of the 
American College of Surgeons. I say ‘should be 
based, for the American College of Surgeons has 
defined the minimum qualifications of one who is 
permitted to practice in a Class A hospital. These 
requirements have three advantages—they pro- 
tect the doctor who has invested in a time-con- 
suming and expensive education; they protect the 
layman from the doctor who may have a most 
ingratiating personality but who is inadequately 
trained, and they assist the board of trustees in 
maintaining adequate standards. 


The importance of staff organization cannot be 
over-emphasized, for only with a maximum of 
mutual assistance to one another and to the hos- 
pital, and a minimum of friction can the staff as 
a group work for the benefit of the hospital and 
its patients. 


Trustees Cannot Be Sole Judges of Professional 
Ability and Training 


The trustees, as laymen, cannot be expected to 
be the sole judges of professional ability and 
training of the active staff. To assist them in this 
difficult work is that very important committee 
called the medical advisory group which acts as 
a connecting link between the trustees and the 
active staff. Primarily it is the duty of this com- 
mittee to advise the board of trustees on matters 
pertaining to the medical staff and to promote 
mutual understanding between the staff and the 
board of trustees. 


In various hospitals the set-up of the medical 
advisory committee varies as does its authority. 
In our hospital it consists of two of the senior 
members of the attending staff, the president of 
the staff, the chief of the medical and profes- 
sional staffs, the superintendent of the hospital 
and two members of the board of trustees. 


The medical advisory committee, as its name 
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indicates, is solely an advisory group and the final 
decision in all matters pertaining to the conduct 
of the hospital remains with the board of trustees. 
On the board of trustees should be placed the en- 
tire responsibility, as far as the public is con- 
cerned, for the running of the hospital. 


Whatever the set-up or division of authority, 
all must agree that today it takes the combined 
wisdom and experience of the staff to suggest, 
and the trustees to appoint the heads of the re- 
maining specialized departments which every 
modern hospital must conduct. In selecting these 
heads, consideration must not only be given to 
individual experience and training but, in addi- 
tion, due regard must be taken of executive ability 
and ability to get along with those who work with 
them and under their supervision. 


In our smaller hospitals where the specialists 
are fewer in number, the problem is particularly 
marked, for here one man as the pathologist or the 
x-ray specialist, for an example, is thrown in con- 
stant association with the remaining members of 
the staff. If friction or indifference occurs in the 
personnel in making up any of these specialized 
branches, the organization as a whole is thrown 
out of step and the ill are the ultimate sufferers. 


Guarding the Hospital from Infirm and 
Inefficient Staff Members 


To guard the hospital from infirm or inefficient 
members of the staff, almost all hospitals require 
yearly appointments to the staff, and have put in 
some age limitations. Probably no one rule of the 
board of trustees is more prone to cause dissatis- 
faction than the age limitation. The exceptional 
physician or surgeon is aggrieved, as are all his 
patients, and in the smaller hospital this can 
sometimes have very serious consequences. Un- 
fortunately, no rule has ever been devised which 
does not work inequalities and it is to the ever- 
lasting credit of the medical profession that this 
has been recognized. 


Financing the Expansion of Hospital Facilities 


Probably the most immediate problem facing 
every board of trustees today is how to get the 
money to expand existing facilities, which we 
have not been able to do because of the depression 
era which is still with us. Are we not too apt to 
overlook the even more important fact that we 
must be constantly expanding our staffs, particu- 
larly in the specialties, if we are to keep our in- 
stitutions abreast of minimum standards? The 
maximum standard of yesterday becomes the 
minimum standard of today before we realize the 
fact, and in our preoccupation with the present 
we forget to prepare for the future. 
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How Fire Insurance Rates for Hospitals Are Made 
M. K. ROUSE 


by fire are practically numberless and further- 

more, the effectiveness of any one factor as a 
loss producer may vary over a wide range. An 
exact solution of the problem for a particular 
risk is impossible and rates are based on the 
experience developed by separate classes by the 
use of statistical methods. 


Te factors which determine the risk of loss 


Insurance is based on the principle that the 
fire burden laid on the shoulders of the few 
should be spread over the shoulders of the many 
and, therefore, we must expect those who have 
fortunately been free from loss to help pay for 
the losses of others. It is the uncertainty as to 
where the loss will occur that produces the neces- 
sity for fire insurance. In this regard, fire insur- 
ance is somewhat different from life insurance 
where a total loss is certain if premiums are con- 
tinuously paid. In fire insurance many risks 
become obsolete or otherwise unuseable before a 
loss from fire occurs. 


We endeavor to make a fire insurance rate 
proportional to the probability of loss connected 
with each particular risk and, as you can readily 
imagine the great variety of conditions which may 
occur and which effect losses such as type of con- 
struction, class of occupancy, etc., you can easily 
grasp the complexity of the problem. With fire- 
resistive, well-protected dwellings on one end of 
the scale and unprotected explosive factories on 
the other, we have quite an extended rating field. 


Major Factors Which Influence Insurance Rates 


There are eight major factors or groups of 
factors which influence losses and rates. They 
are as follows: 


1 Type of construction of the risk 

2 General class of occupancy and the specific 
hazards in the risk 

3 Exposure to the risk, that is the environ- 
ment 

4 Locality, this includes such factors as high 
wind, low humidity, etc. 

5 Fire protection facilities provided 
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6 Amount of value subject — that is the 
amount of value which may be lost due to 
one fire 

7 Percentage of insurance which is carried 
to the value of the property, commonly 
known as co-insurance 


8 Moral hazard 


All of these factors produce an effect in the 
losses except the seventh (the percentage of 
insurance carried to value) which, although not 
affecting losses, is directly connected with the 
rates. All factors are tangible and can be quite 
accurately evaluated except the eighth (moral 
hazard) which is intangible and is not considered 
specifically in the rating of an individual risk but 
which does of course influence the loss ratio and 
indirectly influence the average rate level of the 
class. 


Risks in Accordance with Type of Construction 


The first move in the attack of the rating prob- 
lem is to divide the risks into groups or classes. 
We group risks in accordance with the type of 
construction into six major divisions as follows: 


1 Fire-resistive 

2 Semi-fire-resistive 

3 Heavy timber 

4 Masonry wall and joist 
5 Incombustible 

6 Frame 


The types of occupancies are grouped into a 
minimum of twenty-eight (28) divisions and a 
maximum.of nine hundred (900) such as stores 
with the sub-groups, drug stores, dry goods, hard- 
ware. In speaking of the classes of a risk, we 
mean to indicate both the type of construction 
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and occupancy ; that is, we speak of fireproof hos- 
pitals, frame grocery stores, etc. 


We endeavor to adjust the rates so that except 
for catastrophies, each class pays for its own 
experience and each major district such as a state 
or geographical division pays for its own experi- 
ence. Such classes are further subdivided into ten 
groups according to the grade of fire protection. 


Experience of Class Determines Rate Levels 


In the making of the rate, the experience of 
the class determines the rate level or the average 
rate of the class as a whole. The specific rates for 
individual risks are then made higher or lower 
than this average by further analysis. This an- 
alysis is in the form of a system of schedules 
which produce rate variation within each class 
for the superior and inferior properties. The first 
step in the development of this analysis is to 
determine the quality of the general district in 
which the risk is situated. The district is exam- 
ined by specially trained engineers and the grad- 
ing schedule of the National Board of Fire 
Underwriters, known as “Standard Schedule for 
Grading Cities and Towns of the United States 
with Reference to Their Fire Defenses and Phys- 
ical Qualities,” is applied. This schedule considers 
seven major topics: the water supply, fire depart- 
ment, fire alarm system, aid given by police 
department, building laws, hazard laws and the 
structural conditions. When unusual situations 
are met, additional charges may be made for 
exceptionally high winds, extremely long, dry sea- 
sons, extreme cold, etc. 


The district is analyzed with regard to its needs 
and after these are determined, charges in points 
are applied for any deficiency. After the district 
has been graded, factors are applied which change 
these deficiency points into a key rate for the dis- 
trict. On this key is built the rate for each indi- 
vidual risk. 


When rating an individual risk the key, which 
also represents the basis for a fireproof structure, 
is increased for various degrees of inferior con- 
struction from the heavy-timber type to the 
frame buildings and after this is done, we have a 


basis rate for the particular type of building under 


consideration. 
Giving Charges and Credits 


After determining the basis rate, we analyze 
the structural conditions and give charges or 
credits for any deficient or superior features as 
compared with the standard. These charges or 
credits are made in percentage of the basis rate 
which, as I have shown you, is dependent upon the 
quality of the protection afforded. Depending 
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upon the class of construction, we charge for 
area, height, quality of walls, floors and roof, use 
of unprotected steel-supporting members, unpro- 
tected openings such as stairways, etc. 


Charging for Exposure Conditions 


The next step is to make the charges for the 
exposure conditions. The degree of exposure 
varies according to the size and the rate of the 
exposing structures, types of walls, exposing and 
exposed, and the distance between the exposure 
and the risk. 


Analyzing Occupancy 


The third step is to analyze the occupancy and 
the specific hazards contained in the structure. 
We begin by adding for the general type of occu- 
pancy and we then charge for the causative haz- 
ards (fire starters) in their relation to the com- 
bustibility of the stocks or materials used or 
stored. These charges are again made in the per- 
centage of the basis developed by the protection 
schedule. 


After the construction, exposure, and occu- 
pancy features have been accounted for, we mod- 
ify the result for any special services, such as 
watchman with clock, which may be provided. 
The result of these operations is a net building 
rate which does not take into account the credits 
for co-insurance except in the case of fireproof 
structures, where this rate considers that insur- 
ance of at least 50 per cent to value will be car- 
ried. When the insured desires to carry a higher 
or lower percentage of insurance to value, addi- 
tional credits are given to proportion to the prob- 
ability of loss. 


How Contents Influence Insurance Rate 


Since stocks may be highly susceptible to fire, 
smoke, or water damage, the contents rates are 
derived from the building rate by making charges 
appropriate to the susceptibility of the particular 
stocks under consideration. 


By use of such a system of schedules, it is pos- 
sible to obtain a proper variation in rates for 
variation in risk. Rates differ widely from those 
for a fireproof hospital in a well-protected city to 
a frame, unprotected wood-working plant. 


Reducing Insurance Rates on Hospitals 


The experience on hospitals has been such that 
several reductions in the rates have been made. 
In fact, hospitals as a whole have proven to be 
one of the better insurance risks and fireproof 
hospitals have had a particularly good record. 
Various credits have been given and I believe the 
rate level has been following the experience in a 
satisfactory manner. Of course, it is readily 
understood that the rate level is always somewhat 
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behind present conditions for the experience must 
show a change over a reasonable length of time; 
that is, five years or more before a general change 
in rates is warranted. 


The supervision and cleanliness normally re- 
quired in hospitals has been reflected in improved 
experience even though such supervision was not 
installed as a precautionary measure against fire 
loss. It may well be pointed out at this time that 
the generally excellent conditions in the hospital 
proper are not always maintained in the attics, 
basements, storerooms, boiler rooms, shops, clos- 
ets, etc., and accumulation of rubbish or untidy 
storage cupboards may cause fires and increase 
the rate on a particular risk. Even a rather poor 
property stands a fair chance of escaping loss if 
continued excellent maintenance is provided. 


Speaking from the hazard to life viewpoint, 
hospitals should not be housed in other than fire- 
resistive structures as it is often extremely diffi- 
cult to remove helpless patients at time of fire, 
particularly when they are located on upper floors. 
The general tendency to build better structures in 
later years has undoubtedly been partially respon- 
sible for the improvement in the general loss 
ratio. 


Modern heating systems, lighting methods and, 
improved modern equipment of all types have 
reduced the losses from the common fire hazards. 
However, modern hospital practice has introduced 
some new hazards—those connected with hazard- 
ous compressed gases and nitro-cellulose film 
which may be very severe if not handled in strict 
accordance with the best practice. Fires involv- 
ing these hazards may develop with great rapidity, 
burn intensely and are difficult to control. In addi- 
tion, fires which involve unusual compounds may 
cause loss of life by the emission of noxious prod- 
ucts. Such fires often proceed with such rapidity 
that they are out of control or the material is 
completely consumed before protection facilities 
can be brought into play. 


Generally speaking, the cooperation of hospitals’ 
managers with insurance people has been very 
satisfactory and the results of this cooperation 
can be readily seen in the low insurance rates 
which have been granted to this class of risk. We 
sincerely hope that the improvement in the gen- 
eral class of construction of hospitals and in their 
maintenance, which has been made in the past 25 
years, will continue and that ultimately all help- 
less people will be housed in fire-resistive struc- 
tures having adequate protection facilities. 





Stored Blood 


In preparation for the civilian casualties in- 
cident to bombing raids, the Emergency Blood 
Transfusion Service of Edinburg and Southeast 
Scotland has accumulated large stores of blood for 
transfusion, and C. P. Stewart is now able to 
report on a large number of cases. The blood had 
been drawn into thirty-eight per cent sodium 
citrate solution and with a final strength of 0.38 
per cent, stored at 2.0 to 5.0° C. and in almost all 
cases filtered after forty-eight hours. 


Analysis of results showed that the number of 
reactions from blood stored one to four days was 
approximately the same as from fresh blood; 
blood stored four to ten days was safer than blood 
stored for a shorter period or even than fresh 
blood; after fifteen days the number of reactions 
increased in proportion to the increased length of 
the storage period. 


In 427 transfusions there were 58 reactions, 
nine of them fatal. 


Other studies indicate that the need for stored 
whole. blood is for such conditions as anemia, 
lukemia, toxemia, septicemia, etc., and since there 
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is but little destruction of erythrocytes during the 
first fourteen days of storage, blood stored for 
this limited period is preferred for this type of 
cases. 


But for the emergency treatment of shock and 
hemorrhage blood stored for a longer period may 
be used as the loss of cells is not as important a 
drawback for this purpose, although the use of 
older stored blood is attended by an increased 
proportion of reactions. 


Plasma in saline solution has been found quite 
as effective in the emergency treatment of shock 
and hemorrhage, much simpler to prepare and 
administer—it does not need typing—and is effec- 
tive over a much longer period of time. 


_——— 


Central Council of Nursing Education 


The Annual Luncheon of the Central Council 
of Nursing Education will be held in the Grand 
Ballroom of the Palmer House, Chicago, Febru- 
ary 17, at 12:15 p. m. 


Mary Beard, national director of the American 
Red Cross Nursing Service, will speak on “The 
Meaning of Home Defense.” 
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Public Support of Nursing Education 


FRANCIS C. GRAY 


man of our Board of Trustees to serve 

on a committee which was to study the 
needs of the Massachusetts General Hospital 
Training School for Nurses. I confess to some re- 
luctance to undertake this assignment and I also 
admit that with the existing rate of pay and the 
eight-hour day the graduate nurse—indispensable 
as she surely is—seemed to me not badly fixed. 
That, and the realization that the cost of nursing 
care in the hospital had increased enormously 
over the last decade or so, was about all I knew of 
the subject—which is very superficial, I agree. 


e FEW years ago I was asked by the chair- 


While the information gained from the ensuing 
conferences and studies does not qualify me to 
speak with any authority, at least I emerged from 
them a chastened being and with a definite con- 
viction that if we are to give to patients in our 
hospitals the competent and sympathetic care 
to which they are entitled under present-day 
standards, we must lighten the load on the stu- 
dents in our hospital training schools, and at the 
same time make available to those students a 
more comprehensive course of training. 


To set forth the reasons for that conviction re- 
quires at least a brief glimpse at the past as well 
as an attempt to appraise fairly the situation as 
it exists today with more than half an eye to- 
wards the future. 


Florence Nightingale said: “Nursing is an art 
which concerns every family in the world.” Orig- 
inally nursing consisted of the personal, but un- 
skilled care, of the sick individual. Then came 
our hospitals and, with them, -nursing—from 
having been a simple occupation—became some- 
thing much more. With the field of work broad- 
ened and the value of the nurse established, 
schools of nursing were opened by hospitals as a 
means of securing nursing service for their 
patients, and of providing graduate nurses for 
themselves and the surrounding community. This 
system worked all right for many years. The 
hospitals, at no great cost, provided the training 
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for the nurses and the patients got more and 
better nursing care. 


The Increasing Demands on Nursing Service 


As the years rolled by, however, and the art of 
healing developed, the demands on the nurse 
became greater, more far-reaching and infinitely 
more exacting. Correspondingly, the demands on 
the students in the hospital nursing school, espe- 
cially as to bed-side care, increased slowly, but 
surely. Let us skip these intervening years and 
face the situation. as it is today where the de- 
mands for bed-side care now absorb so much of 
the student’s time that to keep up with her 
studies she must carry a load that is far too 
heavy for her own good, to say nothing of the 
good of the patient. Nor should we forget that 
it is primarily for the care of the sick that our 
hospitals exist. 


Two other results have arisen with the devel- 
opment of the art of healing and the increasing 
dependence upon the nurse. The one is the ever- 
mounting cost to the hospital for nursing care; 
the other, the necessity of a more comprehensive 
training of the nurse which will equip her to 
meet the ever larger responsibilities which are 
placed upon her shoulders by the doctors, the 
patients and the public. Schools should no longer 
limit their curriculum to curing disease. They 
must include courses and training which will 
prepare the nurse to aid in the prevention of 
disease. Today, communities in sickness and in 
health must be served by nurses and consequently 
the educational standards of our nursing schools 
have become a matter of deep significance to 
the community. 


This significance has manifested itself in two 
ways: First, the creation of so-called collegiate 
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schools for training nurses. Second, a definite 
realization on the part of those in charge of 
strictly hospital training schools that their train- 
ing is not broad enough to equip nurses to meet 
the changed demands. 


The Collegiate School 


In the collegiate school the college, with ade- 
quate private endowment, or supported by public 
funds, assumes the expense of academic training 
of the nurse. This frees the hospital affiliated 
with the college from that expense and conse- 
quently enables the hospital to use for the care 
of its patients a much larger number of graduate 
nurses for the care of the patients. And this in 
turn frees the student from the staggering load 
of bed-side care which she now carries in the 
schools run exclusively by hospitals. This is ex- 
cellent; and the collegiate school is here to stay. 
However, when we face the fact that out of the 
80,000 students enrolled in 1357 schools of nurs- 
ing today only 1832 or about 2 per cent are 
enrolled in the collegiate schools, we must realize 
that the other 98 per cent or over 78,000 students 
are still trained by schools owned and operated 
by a public or private hospital. Nor is it likely 
that the percentage in the collegiate schools will 
increase greatly as time goes on, for various 
reasons—by far the most compelling of which is 
the expense to the college. 


The Hospital Training School 


In other words, it seems abundantly clear that 
as far as you and I can see, the great bulk of the 
training of nurses will always be done by the 
existing hospital training schools. It has already 
been admitted that the training in these schools, 
or at least in most of them, is today inadequate 
and imposes too heavy a loan on the students for 
their own good and the good of the patients. In. 
some way, therefore, the training must be im- 
proved and the load lightened. This means large, 
very large, increased expense. Where is the 
money coming from? It is not likely that endow- 
ment funds today, or in the future, are going to 
increase greatly. One can scarcely visualize 
charging patients more than they are now being 
charged. Shall we then apply to our states and 
our municipalities for help or subsidy? In other 
words, shall our hospital schools gradually be- 
come publicly controlled institutions supported 
by the taxpayer, and shall our nurses be trained 
as our school teachers are trained? If the nurse 
of today must be equipped to undertake positions 
in public health and preventive medicine as dis- 
tinguished from the care of the sick individual, 
clearly there is good reason why the public should 
at least contribute to the cost of her education. 
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And, conversely, if the endowment funds of a 
hospital are given for the care of the sick, has 
that institution any right to expend a large part 
of those funds in training nurses for public posi- 
tions in preventive medicine and public health 
conservation? 


But I do not believe you or I, or the public, if 
they understood it, are yet ready to turn over 
our hospital schools to the state or the city. 
Frankly, in my judgment this would be a calam- 
ity. It is clear that the collegiate schools will 
never have the money to take over the training 
of all or even a moderate number of graduate 
nurses. It is equally clear that the hospital 
schools must improve the quality and enlarge the 
scope of their training and that their funds are 
neither large enough nor elastic enough to per- 
mit going more than, part way. 


The Need for Greater Public Understanding 


The answer, as I see it, then, is a greater 
understanding by the public not only of the vital 
need but also of the fact that the hospitals, in 
addition to caring for the sick, are doing a great 
deal to educate the nurses and that they are eager 
to do more, but simply have not the funds avail- 
able. Some people like to give money to hospitals 
for the care of the sick. Others, who are inter- 
ested in education, give to our colleges and uni- 
versities. But here is a concrete case of education 
which benefits the sick at the same time. It 
seems incredible that wealthy individuals or 
foundations, did they but understand the facts, 
would not welcome the opportunity to contribute 
to such a far-reaching and compassionate under- 
taking. When people understand, they give; but 
to understand, they must know the facts. You 
and I and the hundreds of others throughout the 
country who have some knowledge and apprecia- 
tion of this vital problem can perhaps do much 
to bring this understanding to other people. 


There are enrolled in the 1557 accredited hos- 
pital training schools—which includes collegiate 
schools, too—about 80,000 students, while the 
collegiate schools have enrolled a little less than 
2000. So that there are 78,000 students who are 
looking to our hospital schools for their educa- 
tion. 


I am sure that the collegiate schools, for vari- 
ous reasons, will not—and probably should not— 
attempt to take over the supplying of all the 
graduate nurses. And if they could do it to any 
great extent, please think of the cost. Even our 
endowed universities could not take on the ex- 
pense. 


I conclude that we have to look to the hospital 
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training schools really to go forward in the edu- 
cation of the student nurses and to give them 
the education, the breadth and the training re- 
quired, so that those who wish to can go forward 
into the community and so that our patients will 
be given. proper care. After all, the hospitals 
are for the patients. 


The Participation of States and Municipalities 


There is a way of doing this that we can con- 
sider. We could apply to our states and munici- 
palities and ask them to undertake, in part or in 
whole, the training of our nurses. Obviosuly, 
there is some justification for that, because the 
hospital schools themselves—and believe me, we 
know they are eager to do that—are going a long 
way to train their students to occupy these im- 
portant positions. There is justification for 
going to the municipalities. 


But do we want to go to the municipalities? 


On the other hand, what should the hospital do 
that has a limited endowment and which is pri- 
marily for the sick? How can they with justifi- 
cation spend a great deal of time to train nurses 
not only for the care of the sick but also for 
quasi public positions? There is a moral side to 
that. 


If course, if we go to the municipalities we 
really accept the principle involved in the instruc- 
tion of our teachers, and I have no quarrel with 
that at all. But I would feel it was a calamity if 
we yielded too readily to turning over to the 
state and the cities, to be supported by taxation, 
these wonderful training schools in all of our 
different hospitals. 


If you do not want to do that, the cost is great, 
and endowments are not likely to increase. We 
certainly do not want to charge the patient any 
more. What are we going to do? 


I feel, myself, that is largely a process of edu- 
cation, of making people understand. That is 
because I was converted myself by getting to 


I do not believe that 


know something about this. 
is just personal. I think it is a case of getting 
you to understand what a wonderful undertaking 
there is before you in broadening the scope and 
enlarging the training and educating our nurses 
in the way that they should be educated. The 
will to give exists in almost everybody, but it 
does not usually come along until people under- 
stand. We know many people like to give money 
to educational institutions for education, while 
others like to leave it to hospitals for the care of 
the sick. The education of our nurses is certainly 
a fine educational activity, and when you combine 
the possibility of giving money to train our 
nurses and at the same time to bring health and 
happiness to those who are sick, we have one of 
the most wonderful inducements to ask people to 
give support to our schools of nursing. 


Take, for example, the Community Fund. 
Twenty years ago there were but a handful of 
Community Funds throughout the United States. 
Today there are 550, and the amount of money 
they raise, compared to what they raised 15 or 
20 years ago, is astounding. In Boston in nine 
years the amount has gone up every single year 
and the number of givers has increased every 
year, as well as the number of workers. 


How could that happen if it was not because 
certain people were interested and got others in- 
terested? As more people became interested 
they interested others, and as they became inter- 
ested they welcomed the opportunity to give, be- 
cause they wanted to support these worthy ob- 
jects. They really put our nurses’ training schools 
in a position to do the job that we all want them 
to do, and we can get more of these nursing train- 
ing schools by having you and me and hun- 
dreds of others throughout the country, who 
know something about the problem, go forward 
to acquaint our friends and associates about it, 
so they will bring the facts to the people, and 
with the facts they will have the understanding 
which the facts give. . 





-— 
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Booth Memorial Home and Hospital Dedicated 


The new wing of the Salvation Army’s Booth 
Memorial Home and Hospital, Detroit, Michigan, 
was formally dedicated on January 1. 


William S. Knudsen, who was president of the 
Open Heart Fund Campaign which made the 
building of this new wing possible, in his dedi- 
catory address said: 
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“At the time of the campaign I promised that 
every dollar in pledges would be spent for build- 
ings fully equipped. I repeat that now. 


“When a dollar is given to the Salvation Army, 
the biggest part of that dollar is spent for doing 
good. Being somewhat of a business man myself, 
I appreciate that.” 
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Graduate Training in Surgery 


EDWARD D. CHURCHILL, M.D. 


training in surgery is summed up in the 

experience of a recruit in the United States 
Army air force. He went through the ground 
school with an admirable record, learned all about 
an airplane, learned to fly, of course starting with 
an instructor at the dual control, and did every- 
thing with great credit until it came to trying his 
parachute jump, and then he refused. 


Pirsiniss the whole problem of graduate 


His instructors could not understand it. They 
argued with him and discussed things, and they 
could not find out just why he could not bail out 
of the plane. Finally, when taken before the com- 
manding officers, he told them the reason. He 
said, “I don’t like to practice something that I 
have to do perfectly the first time!” That is the 
problem in. surgery. 


I feel that it is important for every hospital of 
every size to make a special study of what it is 
now doing in graduate education, and what it 
might be able to do if its facilities were employed 
to the best advantage. 


Certain hospitals have not the facilities to offer 
a good internship. Others may provide an excel- 
lent training for interns, but have inadequate 
facilities to train residents. Others may focus 
their energies on the training of specialists 
through an elaborate resident system, and have 
no place left to train the intern. 


A spirit of competition to secure a place on 
some approved list may tempt institutions to em- 
bark on programs that are entirely unsuited to 
the resources they possess. In other hospitals, 
valuable resources are at the present time totally 
lost for educational purposes. 


It is fitting and proper that institutions should 
differ in their educational programs as they must 
cut their pattern to suit their cloth. In order to 
train specialists in general surgery or its sub- 
Specialties by a resident system, it seems to me 
that the following resources are either essential 
or highly desirable, and I shall omit many of the 
resources that are specified by the various 
national associations as being self-obvious. 
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Resident Staff Must Have Major Responsibility of 
an Adequate Number of Patients 


What are the fundamentals that are perhaps 
listed on paper, but cannot be adequately pre- 
scribed because of the variation in institutions? 
Well, first of all—and remember, I am discussing 
now the training of the surgeon, not the training 
of the intern—an institution must have an ade- 
quate number of patients in the care of whom 
the resident staff may assume the major share of 
the responsibility, and carry out operative proce- 
dures under supervision. That is the keystone. 


Charles Dickens puts the words in the mouth 
of Mr. Weller, regarding the education of his son, 
as he says: “He took great pains with the educa- 
tion of his son, by letting him run in the streets 
and learn to shift for himself.” 


The graded increase in the acceptance and the 
assignment of responsibility both for the care of 
the patient and the performance of operative pro- 
cedures is essential. It cannot be done casually, 
but as Mr. Weller says, it must be done with great 
pains. 


Clinical Material 


The clinical material of the hospital also should 
be of sufficient variety to afford a broad educa- 
tion in general surgery and its important sub- 
specialties. In this respect, institutions show con- 
siderable differences, quite independent of the 
total number of beds they possess. In general, 
tax supported institutions or community hospitals 
that admit patients from a limited geographical 
area will present a truer picture of the common 
ills and ailments of a community than the larger 
teaching or consultation hospitals. 


True cross-section of the ailments and ills of a 
geographical community provides the most superb 
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material for the training of the intern, but may 
provide an inadequate number of rare and com- 
plicated consultation cases for the education of 
the specialist in surgery. For this reason, a large 
municipal hospital may be able to train fewer 
residents in surgery than a smaller privately en- 
dowed institution that may select its patients 
from a wider geographical area on the basis of 
the fact that facilities for their care are not avail- 
able in the smaller community hospitals, and they 
may be taken into a larger consultation type of 
hospital for the special or advanced forms of 
newer surgical therapy. 


It is obvious that the sub-specialists in surgery, 
in so far as the material is segregated in the 
clinic, should be well represented by special serv- 
ices or special consultants; at least a short period 
in. the sub-specialties is essential in the training 
of a general surgeon. 


These periods of training in the sub-specialties 
should not be too inflexible and mandatory. How- 
ever, it is not fair to take a young man who is 
not interested in orthopedics, let us say, and make 
him serve an entire year in the orthopedic clinic 
just in order to be able to come back into a gen- 
eral surgical residence. He may be much more 
interested in neurology, or gynecology, or some 
other sub-specialty. But a short period of train- 
ing in sub-specialties as a method of broadening 
his education is highly desirable. 


Responsibility of the Medical Staff 


Now we come to the matter of the staff, which 
after all is the faculty of your graduate school of 
surgery. The staff of the hospital must consider 
the training of the resident staff an obligation 
and privilege, and give generously of their time 
and their sacred prerogatives. 


To be specific, between sixty and seventy per 
cent of the major operations, and practically all 
of the minor surgical operations should find their 
way through to the resident staff. In municipal 
or community hospitals where there is perhaps a 
larger percentage of simple, straightforward 
standardized surgical procedures, even a larger 
percentage may be made available. 


In a recent census of my own service, here are 
the facts: For many years in Massachusetts Gen- 
eral, we have assigned between twenty and 
twenty-five per cent of the major operating 
housework to members of the visiting staff on 
.the basis of what we call special assignments. 
Those are new procedures in surgery. 


At the present time, the surgery of hyperten- 
sion, the more difficult procedures of thoracic sur- 
gery—this is aside from neurosurgery, ortho- 
pedics, and neurology, which are on special serv- 
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ices—are the cases which are not on special serv- 
ices. Those cases are assigned to the visiting 
staff in the hope that new problems may be set- 
tled and techniques standardized. They are the 
-unstandardized procedures, and obviously not ma- 
terial for the resident staff. 


In this twelve-week period, approximately six- 
teen per cent of the general surgical cases, in 
addition, were operated upon by the general sur- 
gical visiting staff. Those cases represent the 
major difficult problems of surgery, material in 
which a more experienced surgeon had to assume 
responsibility. The remaining sixty or seventy 
per cent were done by the resident staff, under 
supervision. That means generosity, and it means 
a real interest in the welfare of the resident staff 
for whom we are accepting the responsibility. 


Research Laboratories 


Another requisite. Laboratories where research 
is in progress should be adjacent to the clinical 
services. In general, I think it is inadvisable for 
residents who are carrying clinical responsibili- 
ties to embark on any ambitious program of lab- 
oratory research at the same time. Their job is 
the care of their patients, and I would rather see 
my residents walking the wards, adjusting the 
safety pins and the patient’s binders, if they are 
uncomfortable, talking with their patients and 
working over them, than interrupting those duties 
to carry on an ambitious program of research. 


We must also recognize that many men will not 
wish to participate in research at ail. They are 
headed toward being efficient, capable, clinical 
surgeons, a dignified career, and they should not 
be led out of that path, and, particularly, they 
should not be required or unduly urged to leave it. 


Proximity to laboratories, however, and asso- 
ciation with men. working on research problems, 
will, I am sure, be found to have a wholesome 
effect on the quality of the clinical work, and the 
doors should always be kept open to the man who 
voluntarily wishes to further pursue some ques- 
tion that has come up in his mind. 


But I am particularly opposed to requiring a 
man to spend one or more years in the “dog- 
house” before he can reach the top of the resi- 
dent hierarchy. Enticing a man to work in the 
laboratory by dangling a clinical plum before him 
is in the end distinctly harmful to the ideals and 
standards of scientific work. He is a liability in 
the laboratory and I do not believe for a moment 
that it should be required. 


The opportunities should be there if a man 
really wishes to do research work, and he should 
be carefully nurtured and allowed to do it, but 
I do not like it as a requirement. 
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I am referring to research, which is not to be 
confused with refreshing their knowledge in basic 
sciences, which, as you know, is a component part 
of any good resident system, as admirably dis- 
cussed by Dr. Rappleye,* and an integral part of 
his program, and a highly desirable one. 


Responsibility for Graduate Education 


Now we come to another question that I should 
like to discuss quite frankly, and that is this mat- 
ter of fixing the responsibility for the educational 
program, and safeguarding it. Except in the 
small number of university-owned and operated 
institutions, responsibility for graduate education 
rests squarely upon the hospitals. This has too 
often been accepted not as an educational respon- 
sibility, but as an opportunity to get work done 
for little or nothing, with the assumption that 
education was a simple by-product of the care of 
the sick. 


There are many advantages to university guid- 
ance of graduate medical education when circum- 
stances permit. The important advantage is the 
placement of responsibility for the erection and 
maintenance of a sound program in the hands of 
an institution that is primarily concerned with 
education. Hospitals, as such, are primarily con- 
cerned with the care of the sick, and except in 
unusual circumstances, trustees and staff are not 
experienced in the formulation and administra- 
tion of educational policy. 


Under hospital control, the exigencies that sur- 
round the care of the patient and the balancing 
of the budget constitute an ever-present threat 
to the integrity of the educational program. 


New wards may be opened, or existing ones 
closed, departments expanded or contracted, time- 
consuming clinical pathological tests added, but 
very rarely subtracted from the routine examina- 
tions, without consideration as to the effect these 
changes may have on the educational program of 
interns and residents. 


When the work becomes too great for the exist- 
ing organizations, new personnel may be added 
without thought as to the balance of the curricu- 
lum as a whole. The large number of medical 
graduates that must have hospital experience 
makes it almost certain that applicants will be 
found for positions, good, bad, or indifferent, 
and if the educational return of the physician 
is unusually scanty, the attachment of a small 
stipend to the post will usually tempt some im- 
pecunious applicant who can find no other job. 
In other words, the care of the sick, the con- 
venience of the staff, and economy and budgetary 
affairs, are apt to be the primary factors shaping 


‘HOSPITALS, Dec., 1940, p. 34. 
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the daily activities of the house staff when the 
educational program is purely under hospital con- 
trol. And I am not including hospital admin- 
istrators. I am including hospital staff control. 


Special Advistory Committee 


Now while it is necessary and right that these 
factors should govern many details of the work of 
the house staff, the main structure of the edu- 
cational program should not be subjected to stress 
and strain from these sources. For this reason, 
I feel that university affiliation is desirable if 
it can be had, but it cannot be had. Universities 
have very little money at the moment to put 
into graduate education and the specialties and 
more surgeons, and we have to get along without 
them in the vast majority of hospitals. 


Under those circumstances, I think it is well 
to consider the formation of a special advisory 
committee that shall include in its membership 
outsiders who bear no responsibility for the daily 
care of the patient or the balancing of the budget, 
and individuals particularly trained in educational 
matters. 


That advisory committee should be able to view 
proposed changes from an objective point of view, 
and not yield to the.demands of expediency. I 
frankly confess that I hate to entrust the edu- 
cational program at the Massachusetts General 
to myself because I am also responsible for the 
care of the patient, and some phases of the ad- 
ministration, the surgical service, and the “trees” 
may be too thickly placed about me sometimes 
to pass an objective judgment on what is im- 
mediately necessary and desirable in the care 
of the sick, and may react against the welfare 
of the house staff. 


Duration of Training 


The details of the program of the curriculum 
must vary with every institution, and here I 
can only call attention to certain basic principles. 
One of those is the duration of the training. I 
think all of us are appalled at the idea of adding 
another five years to the education of a man wish- 
ing to be a surgeon, and it is so easy to pad out 
the educational program on paper. 


Of course, a six months’ service in pathology 
will make the man a better surgeon. Of course, 
six months’ study of infections will make him a 
better surgeon. Another six or eight months on 
the medical wards will make him a better surgeon, 
and so it goes, and we could pad up and build 
up indefinitely a list of opportunities, any one 
of which will undoubtedly make a man a better 
surgeon, but we must call an end to it somewhere. 
I think we must subject these programs to the 
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most intensive scrutiny, to weed out the non- 
essentials. 


As Allan Gregg once said in relation to under- 
graduate education: 


“It is not necessary to equip their steamer 
baskets with assorted fruits and candies, 
intellectual baggage sometimes known as 
impedimenta. With the hook and line of 
curiosity, the rifle of straight reasoning, and 
the matches and salt of critical judgment, 
many a traveler has learned to live off the 
country of experience.” 


I think we should practice economy of time in 
these programs and not yield to the temptation 
of padding out a program so that it looks well 
and will gain an institution a place on an approved 
list. There are many approved lists, and we can 
always get on one, if not on another. 


Flexibility of Program Needed 


I urge flexibility of program, flexibility that will 
not force a man to take six months in pathology 
if he has already spent an extra six months in 
pathology. I should encourage interchange with 
other institutions. 


Five years of hospital routine may develop 
technical skill, but it may injure those energies 
of mind which should direct the technical skill. 
Let these men find their hobby. Let them study 
physiology, instead of pathology, if they are so 
inclined. Keep your program flexible. 


Pyramiding of Hospital Staff 


Now a word about what I call the pyramiding 
of a hospital staff. From the purely selfish view- 
point of a hospital, the most satisfactory structure 
for an intern in resident curriculum is a pyramid, 
taking many men the first year, less the second, 
fewer the third, and fewer the fourth, and then 
ending at the apex, with one man. If the base 
is made up of interns, that is all right. We can 
have an expanding base because they only want 
one year. But to start a man up the graduate 
training of surgery toward a specialty and then 
be forced to drop him off, or drop off a certain 
number year by year, is a fallacy that many in- 
stitutions are still supporting. As I say, it is a 
very satisfactory structure from the selfish point 
of view of the institution, because advance on the 
clinical ladder is then kept on a competitive basis, 
and the less favorite are eliminated from year to 
year. 


Of course, the merit of the system is that it 
gets one surgeon a year, and the well-chosen 
tradition is that he may carry on the torch as a 
professor of surgery at one of our colleges, but 
we have enough professors of surgery. 
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The sad result of the system is that the country 
is filled with able and earnest young men dropped 
in the mid-course of their specialized training 
and unable to secure posts in which they may 


complete their education, and half a_ surgical 
training is about as useful as half a billiard ball. 


We receive every two weeks twenty-five applica- 
tions from all over the country from men who 
have started up the ladder of a special training 
in surgery and are unable to find an opportunity 
to finish it. Many of them have invested two or 
three years in this training. The net result is, 
of course, a continuation of the situation that 
responsible surgical organizations are laboring 
to bring to an end, the setting up of practice as 
specialists by inadequately trained men. 


I think at the present time large teaching 
hospitals are employing their resources almost at 
a maximum level in training surgeons. I think 
many institutions are suffering from overcrowd- 
ing—not enough clinical work for their existing 
resident staff. It seems to me that right there 
we come to the question of what can the small 
hospital do to participate in this program of the 
training of the resident, and I really think that 
they can assume a very important part. 


Dr. C. W. Munger has made the suggestion that 
some small hospitals might well reduce the num- 
ber of their internships and increase the number 
of their residents. I think many of the small 
hospitals could well reduce the experience in 
operative surgery that is given to the intern. I 
see no reason whatsoever why a rotating intern 
should take his place at the table and be assistant 
through a herniotomy or an appendectomy. It 
is a waste of material and it is a false encourage- 
ment for that man to do inadequate surgery 
when he gets into private practice. That should 
be reserved for a man who is going to become a 
surgeon. ; 


Cooperation Between Large Teaching Hospitals 
and Small Community Hospitals 


Just one practical suggestion, although I am 
not sure it is practical, but just one suggestion 
as to what might happen from cooperation be- 
tween large teaching hospitals and smaller com- 
munity hospitals. I do not believe that very many 
small community hospitals can support the entire 
program necessary for the training of the 
surgeon, but I do think that they could take a 
man, say, after he has completed two or three 
years of the basic principles of surgery in a 
teaching hospital, and then give him very valuable 
experience on their wards as their resident. He 
would benefit immensely by seeing the problems 
of the small institution, and learning at first hand 
the problems of private practice. 
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There are many difficulties immediately appar- 
ent in making such a suggestion. Many of the 
smaller hospitals have a decided lack of unas- 
signed cases, or so-called house cases. In small 
communities, the house cases are apt to be ear- 
marked, even if they are not private patients. 


When Joe Mahoney, who is the soda jerker 
down at the corner drugstore, goes to the hospital, 
even as: a charity patient, to have his hernia 
repaired, a senior surgeon is apt to do it because 
everyone in town will soon know he did such a 
swell job on Joe Mahoney! 


There is the fear of introducing a competitor 
into the community which will make a staff in 
a smaller place a bit hesitant about accepting 
one of these city fellows who is looking for a job 
and a place to settle. That requires generosity. 
Perhaps you have to make him sign a paper not 
to practice there, if you give him residency. I 
think some of those things could be worked out. 


Then there is the ever-present problem of what 
we may call the junior staff members demanding 
to “keep their hands in.” Well, that is something 
we have inherited. We have inherited that from 
our past period of inadequate training of the 
surgeon. It is something that we must pass 
through in a transition period. 


I think usually the junior staff members may 
be kept satisfied and happy by giving them special 
assignments of cases and expecting real contribu- 
tions from them, and not lead them to lean on the 
house service for the development of their techni- 
cal proficiency in surgery. 


We are well on our way now toward the univer- 
sal acceptance of the man obtaining his technical 
proficiency during his period of full-time resi- 
dence. I think a few years will straighten out 
some of that problem of taking away material 
from our junior staff and diverting it to a resi- 
dent. There may be a little hesitancy about let- 
ting a man from a larger teaching hospital come 
in and just see really what you are doing in the 
way of surgery. I do not take that too seriously 
and I can only say frankly that I daily learn 
from my resident staff just as much or more 
than I teach them. They are young, intelligent 
men, directly out of medical school, and they 
have a great deal to teach me. They have had 
their physiology of the vintage of 1940, and not 
of the vintage of 1918. They have had their 
chemistry. They have had their anatomy, and so 
forth, and they have a great deal to contribute to 
the staff. 


Of course, young men are always reformers. 
You are going to have trouble with them. They 
are going to ask embarrassing questions, and 
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some of those questions will be interpreted as 
criticism. They will be a thorn in the flesh, but 
they will contribute. I have already discussed 
the matter of the jealousy of the interns regard- 
ing the resident, and commented upon what I 
thought the intern should expect to learn of surgi- 
cal technique, which is nothing. 


There is also what we may call a desire of the 
small community hospital to bring along its own 
interns as its own residents. There is one pitfall 
in that, and to speak frankly, a smaller community 
hospital is very apt not to get the outstanding 
men of the medical class as its interns, so you 
start with not second-rate material, but perhaps 
not the best material, and then you give that 
not-the-best material, not-the-best training, and 
your staff then is recruited at the bottom from 
men who are not the best originally, and who 
have not had the best training. That is a sure 
way to preserve mediocrity. 


Conclusion 


In closing, just a comment, since we have 
touched on this selection of the staff. I think 
hospital boards should recognize that all of this 
stir in graduate training is directly pertinent to 
the matter of selecting their staff. I do not for 
a moment feel that it is time for any hospital 
to say, “Our staff members must be members or 
qualified by this or that board.” That may come 
later, but certainly the boards have never said 
anything about it. 


I do think, however, that a smaller hospital in 
a community should have an executive credentials 
committee to review the credentials and the rec- 
ords of the training of the candidates for their 
staff positions. 


Many institutions in New England—I do not 
know how widely it extends throughout the coun- 
try—have a rule that a man must spend one, 
two or three years’ residence in the city or the 
community before he may practice surgery in 
the hospital. Now that rule is something that 
has been passed with most admirable motives, 
without any doubt. It is to prevent the poorly 
planned man from doing damage in surgery. 


However, just visualize what a hardship that 
means if a man who has spent five years or more 
in training himself to be a surgeon, has handled 
any number of major cases successfully on his 
own responsibility, and then wishes to practice 
in a certain community, and comes up against 
that ruling of a board of trustees of a hospital 
How is he going to live? 


Well, he can indulge in general American prac- 
tice, and then be disqualified by the American 
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Board of Surgery or the American College of 
Surgeons. If he just sits around, he loses a full 
year out of his life. 


In other words, I do not think that is an ad- 
vantageous rule, and I agree with Dr. MacEach- 





ern of the American College of Surgeons that a 
more advisable rule and a better suggestion is 
an executive credentials committee to review in- 
dividually the end-product of this new era in 
the training of a surgeon. 
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Professional Defense 


FRANK J. SMITH 


these days! Preparedness for protection. 

Protection for defense in the United States. 
Let us make it more personal—you—your hospi- 
tal—your hospital patients—your reputation! 


Piiirese days! is the national watchword 


For the past two years, attention has been 
drawn to the dangers of narcotic addict employees 
in the several medical services, professional and 
nonprofessional. Some of those who should be 
interested have believed that false alarms were 
being sounded and have not been responsive. In 
an effort to dispel that lethargy, three specific 
cases arising during the month are cited. 


Specific Cases of Narcotic Addicts Among 
Hospital Personnel 


_ A nurse was arrested at a hospital in this 

state where it was apparent that she was forging 
narcotic records of the hospital in which she 
was employed and on active duty. The narcotics 
so secured were for her personal use. At her 
first court appearance, the magistrate, impressed 
with the appearance of a nurse on such a charge, 
was sympathetic to the point of requesting dis- 
missal of the complaint, believing that the nurse 
could correct her narcotic addiction. Objection 
to dismissal was entered and the Bureau of 
Narcotic Control of the New York State De- 
partment of Health, the complainant, drew the 
attention of the court to the danger of employ- 
ment of narcotic addicts.. The magistrate, upon 
considering the possibility of such professional 
persons being engaged to care for patients in 
private or hospital duty while addicted, sustained 
the objection and the nurse was held for trial. 


Investigation by the Bureau of Narcotic Con- 
trol shows that this nurse who claimed to be 
registered had used several different registration 
numbers. With the cooperation of the New York 
State Board of Nurse Examiners, it can be shown 
that she was never registered in New York State. 
Two different New Jersey nurses’ registrations 
were given as well as two different dates of 
graduation from the same school of nursing. In 
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one instance, graduation was given as 1922 and 
in another, 1929. It is known that she never 
registered in New Jersey. This nurse is suspected 
of using the registration card stolen from a nurse 
in the same residence, erasing the typed name and 
inserting her own name. It can be shown that 
she was employed as a nurse in five hospitals in 
one city during the past few years. 


%* * * 


The second case arousing interest in the same 
month, involves a nurse who in 1937 was using 
a registration card belonging to a nurse living 
in the same residence. The latter has since died. 
The former had been arrested in New York State 
in 1937 and 1940 for violating state narcotic laws. 
In the last instance she was obtaining narcotics 
for her own use on prescription blanks of the 
hospital where she was on active duty. This 
nurse is known to police of New York, Connecti- 
cut, and Illinois, by five different aliases and has 
been convicted of violating narcotic laws of all 
three states. She is not a registered nurse in 
New York State but has been employed in a 
hospital within that state. This woman, for the 
second time, has been discovered using a regis- 
tration card belonging to some other person. 
Reasonable investigation by the employing hospi- 
tal, through the state licensing boards would at 
least have determined the false registrations in 
both instances. 


Suggestion has been made that photographic 
identification should be filed with nurses’ licensing 
boards and one to be attached in such manner 
to the annual registration card, to prevent as far 
as possible, the use of the registration card by 
any other person. This would be only an exten- 
sion of the photographic identification used in 
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many colleges, state license examinations, and by 
many commercial and public service employees. 


* * * 


Another recent instance of interest is the rec- 
ord of a male nurse registered in 1921 and con- 
tinued registration until 1940, with the exception 
of years 1934 and 1935. During the period from 
1923 and January 1940 he was arrested thirteen 
times. During 1934 he was twice arrested and 
thereafter once each year until January 1940. 
At this time he was self-committed for one 
hundred days for narcotic drug treatment. One 
arrest was for violation of the Sanitary Code of 
New York City; all other arrests were for 
narcotic law violations. His license and registra- 
tion are in effect today and, by such, he is eligible 
to practice nursing. Can you blame one for being 
skeptical about qualifications? You must ap- 
preciate the refleetion upon professional medical 
services by individuals such as are reported 
herein. Might they be termed “Fifth Columnists 
in Medical Service?” 


* * 


Many other cases may be cited but these oc- 
curring in the same city within thirty days and 
following considerable publicity in the matter 
of professional people addicted to narcotic drugs, 
indicates that the subject has been lightly re- 
garded by those who should be vitally interested. 


A nurse recently apprehended had administered 
so much narcotic drug to herself that her resi- 
dence owner believed her dead and called the 
police. Others both in private and institutional 
service have removed patient and hospital narcotic 
supplies for their own use. In several instances, 
other drugs were substituted with alarming re- 
sults. Orderlies and other institutional personnel 
have been likewise involved and their police rec- 
ords show more than one narcotic violation in past 
years. 


How thoroughly are the qualifications and 
references of your applicants and present em- 


ployees investigated? Are you certain of these 
in view of the facts cited—that they are actually 
qualified as represented? One hospital upon 
fingerprinting its employees, found a girl rep- 
resenting herself as a nurse who had never com- 
pleted a full training course. The case with 
which nurses discharged by one hospital because 
of irregularities with narcotics, secure re-employ- 
ment at other hospitals in the same city, is at 
least interesting. The same applies to nurses em- 
ployed in physicians’ offices. 


Protection of Hospital and Personnel by Finger- 
printing and Photographing All Employees 


The superintendent of one large hospital in 
New York favors the fingerprinting and photo- 
graphing of all employees and making this pro- 
cedure a routine with all applicants. This might 
develop records of criminal activities other than, 
or in addition to, narcotic violations. The knowl- 
edge that fingerprints must be taken would also 
deter undesirable personnel from applying. 


To be effective, this routine should be applied 
throughout the state. It is apparent that large 
numbers of responsible persons are having their 
fingerprints taken voluntarily and are advocating 
this for their employees. Certainly persons who 
have nothing to hide should have no hesitancy 
in this matter. As the public becomes more 
tolerant of voluntary fingerprint identification, 
the same public will be less tolerant with em- 
ployers whose personnel are shown to have 
criminal records. The families of patients being 
usually critical of hospitals, nurses, and physi- 
cians caring for such patients, will undoubtedly 
be more critical if they learn that their friends 
or relatives are in the hands of questionable per- 
sonnel. As the hospitals are dependent economi- 
cally on the public, a protective policy for the 
benefit of the hospital and the patients will in- 
clude more complete investigation of the qualifica- 
tions and habits of at least the personnel in 
whose hands patients are entrusted. 





Arthur Griggs Saxe 

Arthur Griggs Saxe, superintendent of the 
Mount Zion Hospital, San Francisco, California, 
and treasurer of the Association of Western Hos- 
pitals, died on Janaury 7. Mr. Saxe had been as- 
sociated with the Mount Zion Hospital since 1928. 
He was a very active member in the Association 
of Western Hospitals and in the Association of 
California Hospitals. 
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Margaret KR. Parker 


Margaret R. Parker, superintendent of the 
Marion City Hospital, Marion, Ohio, passed away 
on January 12. 


Miss Parker was connected with the Epworth 
Hospital, South Bend, Indiana, from 1914 until 
1936, when she accepted the superintendency of 
the Marion City Hospital. Miss Parker had been 
an active personal member of the American Hos- 
pital Association since 1927. 
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Tenth Annual Mid-Year Conference of 


the American Hospital Association 


the American Hospital Association will be 
held at the Drake Hotel, Chicago, Saturday 
and Sunday, February 15 and 16. 


To Tenth Annual Mid-Year Conference of 


Purpose 


This Conference is primarily for the purpose of 
giving the officers and representatives of sectional 
and regional hospital associations an opportunity 
to discuss their association and inter-association 
problems. 


Round Table Topics 


The Committee on Mid-Year Conference has 
this year arranged the following round table topics 
for discussion (1) chairmen of the seven Ameri- 
can Hospital Association councils to report on the 
work and plans of their councils, (2) discussion 
of inter-hospital association relations particularly 
with reference to the relationship of the national 
association to the regional and sectional associa- 
tions; (3) national defense and the possible con- 
tributions of state hospital associations in the pro- 
gram; (4) review of Federal legislation; (5) re- 
view of legislation of the various states; (6) the 
forthcoming regional and sectional hospital asso- 
ciation meetings—how to build the programs, pub- 
licity for the meetings, scientific exhibits, com- 
mercial exhibits; (7) membership development; 
(8) state association publications. 


Meetings 


The Conference will begin in the Ballroom of 
the Drake Hotel Saturday morning at ten o’clock 
with Dr. E. F. Collins, director of the Grace Hos- 
pital, Detroit, Michigan, presiding. 


At 12:30 p. m., Saturday, there will be a lunch- 
eon for the state and regional presidents and sec- 
retaries, and members of the Board of Trustees 
and the Coordinating Committee, with Dr. Ben- 
jamin W. Black presiding. 


The meeting will reconvene at two o’clock in 
the afternoon with Dr. A. F. Branton, executive 
secretary of the Minnesota Hospital Association, 
in charge. 


February, 1941 


On Saturday evening, February 15, at 6:30 
o’clock, the Board. of Trustees of the American 
Hospital Association will give its annual dinner 
to the regional, state and provincial hospital asso- 
ciation executives and guests. The dinner will 
be held in the Ballroom of the Drake Hotel. 


The Conference will continue Sunday morning, 
February 16, at ten o’clock, with Dr. A. G. Engel- 
bach, director of the Cambridge Hospital, Cam- 
bridge, Massachusetts, presiding, and will adjourn 
at twelve noon. This, as well as the other meet- 
ings will be entirely informal and devoted to dis- 
cussion of the problems of general interest. 


Other Groups Meeting Concurrently 


Other groups meeting concurrently with the 
Mid-Year Conference are the Board of Trustees 
of the American Hospital Association, meeting 
on Saturday, the Committee on Coordination of 
Activities, meeting on Friday, and several of the 
Councils of the American Hospital Association. 


On Monday and Tuesday, February 17 and 18, 
the Council on Medical Education and Hospitals 
of the American Medical Association will hold its 
usual Mid-Year meeting at the Palmer House. 


On February 19 and 20, the National Methodist 
Hospital, Homes and Deaconess Association will 
holds it annual meeting at the Morrison Hotel in 
Chicago. 


The Mid-Year Conference of the American Hos- 
pital Association is planned to stimulate and en- 
courage a more intimate acquaintance with the 
problems, needs, activities and accomplishments 
of hospitals and their respective association is in 
the various parts of the United States and Canada. 
Every regional, state, and provincial hospital 
association should be represented. 


Due to unusual demands made for hotel accom- 
modations, it is suggested that those who are 
attending the Mid-Year Hospital Conference make 
their reservations at an early date, if possible. 
The Drake Hotel will be the headquarters of the 
Conference. 
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G. HARVEY AGNEW, M.D. 


Secretary, Department of Hospital Service 
Canadian Medical Association 
Toronto, Ontario, Canada 
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W. L. BABCOCK, M.D. 


Treasurer, Grace Hospital 
Detroit, Michigan 


ASA S. BACON 


Superintendent Emeritus, Presbyterian Hospital 
Chicago, Illinois 
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NATHANIEL W. FAXON, M.D. 


Director, Massachusetts General Hospital 


Boston, Massachusetts 
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S. R. D. HEWITT, M.B. 


Superintendent, St. John General Hospital 
St. John, New Brunswick, Canada 
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“My Hospital” 


I am on my way to the hospital. There is 
nothing new in this for, as a hospital superin- 
tendent, I have gone to the hospital daily. But 
this time I am going as a patient and that is 
different! The shoe is on the other foot, and now 
I am wondering if “my hospital” will seem as 
good to me as a patient as it seems to me as an 
administrator. 


What do I want in this hospital to which I am 
going as apatient? First of all, I want a hospital 
with capable physicians and surgeons who are 
skilled in the art and science of medicine. Next, 
I want skilled and understanding nurses. I want 
the hospital to be well-equipped with scientific 
and mechanical devices that will not only assist 
doctors and nurses to combat disease but will 
also contribute to my comfort. I want good food. 
I want a well-managed institution, clean and 
orderly, where, even. to the casual observer, it is 
evident that care is exercised, where essentials 
are always at hand, and waste and extravagance 
scrupulously avoided. 


I want to be received with sympathy and 
courtesy when I enter and to have the journey 
to my bed or room expedited and smoothed with 
a friendly word or action. I want the nurses to 
be not only efficient but kindly, with a smile and 
a jest now and then, not too undignified but 
enough to ease the tension of my mind and body. 
I want to be conscious that everybody in the 
whole hospital, “Butcher, baker, and candlestick 
maker” is interested in. it and intent in making 
his hospital the nicest, most comfortable hospital 
in the whole world; where although everybody 
attends meticulously to his job it is done with 
such good humor and enthusiasm that even the 
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patients bound up with their own aches and pains 
are conscious of this spirit. I want everyone who 
works in “my hospital’ to be there because he 
has charity in his very soul and is determined 
to give to “his hospital’ something more than he 
receives in wages or salary. 


Charity, of course, begins at home and so I will 
expect to find that the hospital itself has set the 
example by making it satisfactory for people to 
work there through showing a sincere interest in 
their welfare, providing reasonable hours, good 
wages, pleasant surroundings and adequate tools 
with which to work; concern for their health, care 
when sick, vacations each year, and all this not 
as a bribe or handout but because the hospital is 
genuinely interested in everyone who works there. 


I want the trustees and the superintendent to 
be active in providing service to the community 
rather than in balancing a budget. Of course, I 
know that hospital care costs money and that a 
hospital cannot continually operate on a deficit 
and that sound financial principles must be fol- 
lowed, but I want service and charity to come 
first and collections and contributions second in 
their thoughts. 


Yes, the hospital that I want to go to when I 
am sick must be one with a spirit of service and 
charity, of sympathy and understanding. If it 
has these qualities, then I know that I shall find 
there good doctors, good nurses, and other good 
people around me. I shall find efficiency in 
material affairs. Then I shall lie back on my 
pillow, reassured, and say to myself, of “my hos- 
pital’: 


“And now abideth faith, hope, charity, these 
three; but the greatest of these is charity.” 
N. W. F. 
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Interns and the Draft 


The Conscription law makes no provisions for 
the exemption of hospital interns or residents. 
The Federal authorities have made no specific 
commitment nor have they taken any regulatory 
action to exempt them. 


The cold facts are that hospital interns and 
residents come within the provision of the Con- 
scription law and may be drafted as their num- 
bers are called by the Local Draft Boards. 


The Local Draft Boards have authority under 
the law to place in the deferred class any “neces- 
sary” man in any profession or in training or prep- 
aration for any activity, the maintenance of which 
is necessary to the national health, safety, or in- 
terests. Interns and residents must register for 
the draft under the law. Hospitals may make ap- 
plication to have interns or residents placed in the 
deferred class, and as a general rule the local 
Draft Boards give sympathetic consideration to 
such requests. 


The Surgeons General of the Army, Navy, and 
Public Health Service would prefer to have the 
hospital interns complete their intern service be- 
fore entering the military or naval service in order 
that they be better fitted for their responsibilities 
after their assignment to duty. 


From a practical standpoint, hospitals will not 
be greatly inconvenienced unless the exigencies 
of the defense program or our entrance in the 
war would necessitate the greater mobilization 
of our military and naval forces. Medical schools 
will continue to operate and will take appropriate 
action to meet the increasing needs for graduate 
physicians. The program of supplying both mil- 
itary and civil medical personnel will be coordi- 
nated, and while some curtailment of intern per- 
sonnel may be experienced, it should not be 
serious. 


In the event of our active participation in the 
war, hospitals, like good citizens and good soldiers, 
will do their part willingly. They will make their 
redjustments without sacrificing the quality of 
hospital service. The older members of the med- 
ical staff will do a little more, work a little harder, 
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and will do all this cheerfully. Both hospitals 
and their intern and medical staffs will put forth 
their best efforts to give the greatest assistance 
to our men in service and to those whom they 
leave at home. 


Hospitals and medical men have never faltered 
in their country’s service, and they will fully and 
faithfully accept their full responsibilities in what- 
ever emergencies the future may create. 


Hospitals in a National Emergency 


In a national emergency, in national prepared- 
ness, or in war, hospitals as well as other char- 
itable activities will be called upon for many sacri- 
fices. Like all good citizens, and all good institu- 
tions, they will answer the call with loyalty and 
with a willing spirit. Their sacrifices, as great as 
they undoubtedly will be, will be the evidence of 
their devotion to their country and the manifesta- 
tion of the consecration of their service to our 
country’s needs. 


Hospitals will experience a shortage of interns, 
nurses, and other personnel. Members of their 
staffs will be called into active service. Labor will 
leave our hospitals to enter the army and navy, or 
go to other employment, at better remuneration. 
At times purchase of staple supplies and needed 
equipment may be difficult and interrupted. But 
the responsibility of our hospitals will not be 
decreased. 


As in other times when the going was hard, our 
hospital personnel will take another reef in their 
belts, readjust their organizations to the chang- 
ing needs, and will survive to discharge in full 
their responsibility for the care of both soldier 
and civilian sick. Men. and women enlisted in our 
country’s armed forces will have full assurance 
that their folks back home will receive good hos- 
pital care while they are absent. No sacrifices 
which our hospitals can ever make will equal even 
in a small portion the sacrifices of our soldiers in 
the mobilization camps or on the field of battle. 


The thing most needed is the spirit of devotion, 
of willingness to serve and to sacrifice which has 


HOSPITALS 








oo = mse 495 











characterized the work of our hospitals in every 
national emergency. There must be no com- 
plaint, but a cheerful compliance with the will and 
purposes of our country and its people, and full 
cooperation with governmental authority wher- 
ever vested. 


We should understand the problems, and appre- 
ciate the great difficulties in which our nation and 
its people may be placed, and instead of increas- 
ing our own burdens by our discontent, lessen 
them by helping to bear the common burden. Hos- 
pitals do not fail their people, and the traditions 
which in the past have made their performance 
so glorious, live today and guide them wherever 
they may be situated. 





Present Bed Occupancy and 
Future Needs 


Voluntary hospitals, almost without exception, 
are experiencing a patient occupancy that is tax- 
ing their present facilities. Many are planning 
new additions and other programs for increasing 
their bed capacities. , 


The present satisfactory bed occupancy is due 
in large measure to the increasing of employment, 
and in line with improved economic conditions in 
labor, commerce, and industry. But a substantial 
part of it, and the part that is not due so much 
to changing economic conditions, is the use of 


hospital beds to accommodate the participants of 


the hospital service plans, who are being cared for 
in our voluntary hospitals in increasing numbers. 
It is conservatively estimated that the service 
plans the country over will pay our hospitals an 
average of $3,000,000 per month during 1941 for 
the hospitalization of their participants. 


To an important degree the present satisfac- 
tory bed occupancy is also due to the growing 
inclination of our people to avail themselves of 
good hospital service when it is needed, in prefer- 
ence to attempting to remain in their homes when 
they are definitely ill. 


These two factors are permanent influences in 
building up and maintaining hospital occupancy at 
satisfactory levels. Other factors are distinctly 
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variable, cannot be safely relied upon, and are 
influenced by the general economic situation. 


Hospitals must of necessity consider the wis- 
dom of investing large sums in extensive build- 
ing programs, based upon present demands for 
hospital accommodations. Material and _ labor 
costs are at their peak; construction programs, 
once started, are interfered with frequently; and 
the interruption and disturbance of existing pro- 
cedures in the hospitals are both costly to the 
institution and annoying to the patient. 


While financing of new construction may not 
be difficult, the discharge of the indebtedness in- 
curred may be a distressing hardship when pay- 
ment is due. The fact that many hospitals had 
to have from $50 to $200 in their tills each morn- 
ing to meet interest charges alone, wrecked the 
financial structure of some of our institutions dur- 
ing the past ten years. 


In planning any extensive construction program 
for a voluntary hospital, the greatest considera- 
tion must be given to the future use of the in- 
creased facilities rather than the present demand 
upon existing hospital facilities. 


———— 


National Youth Administration 
Trainees for Hospitals 


The National Youth Administration is request- 
ing the hospitals to cooperate in training young 
ladies for appropriate work in the hospitals. 


In addition to trainees for aids or auxiliary 
helpers in nursing service, there are many other 
classifications of services for which these young 
ladies could receive desirable training for the per- 
formance of their assigned duties in hospitals. 


In view of the definite dearth of personnel in 
the nursing service in the hospitals as well as in 
many other of the hospital departments, the use 
of these young ladies as trainees will not only 
make hospital training available for them but will 
be of definite help to our institutions. 


Under the National Youth Administration plan, 
these young ladies when assigned as trainees are 
furnished full maintenance, usually outside the 
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hospital, and receive a monthly allowance in cash 
for small personal requirements. They are under 
the control and direction of the hospital authori- 
ties while serving in the hospital, follow a well-out- 
lined course of training for their several activities, 
and must meet the standards of study and per- 
formance during their training period. A trainee 
found unsuited for the work, inept in her studies, 
negligent or recalcitrant, or otherwise unsatisfac- 
tory, may be relieved by the hospitals and re- 
turned to the National Youth Administration reg- 
istry. The hospitals are placed to no expense ex- 
cept for such additional teaching personnel as is 
required in giving the prescribed training. 


It would probably be better to grant a stipend 
for each young lady in training in the same man- 
ner as is granted to students taking academic or 
special courses in schools and colleges. However, 
the National Youth Administration program has 
much to commend it both to the prospective 
trainees and the hospitals. 


Hospitals might well consult the state or 
regional administrator of the National Youth Ad- 
ministration in order to cooperate with its training 
program and to secure the services of personnel 
which they have registered for training and meet 
in part, if not in its entirety, the increasing 
scarcity of both regular and auxiliary workers in 
the hospital. 


The WPA has its plan for providing helpers for 
the various departments of our hospitals. It hopes 
to be able to place from 50,000 to 100,000 young 
helpers in the various services of the hospitals 
throughout the country. Its plan differs mate- 
rially from the National Youth Administration 
program in that the WPA is a relief program 
while the National Youth Administration is a 
training program. The WPA plan has many fea- 
tures to commend it and is entitled to serious con- 
sideration, but it does not fit into the hospital pro- 
gram as well as the National Youth Administra- 
tion plan for trainees. 


nae 


Hospital Insurance Rates 
Hospitals are buying all sorts of insurance cov- 
erage. The cost of carrying insurance amounts to 
a considerable portion of the hospital income. In 
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proportion to the risks taken and losses paid, the 
rates charged seem to be and probably are greatly 
out of line. 


As fire risks, hospitals should be given a sepa- 
rate classification and a greatly reduced rate. The 
underwriters would still show a comfortable 
profit margin on the business written. For the 
most part hospital buildings are of fireproof or 
fire-resistant construction, with a minimum of 
fire hazards and are opened, occupied, and in actual 
operation twenty-four hours a day. As a general 
rule they are widely separated from residential 
and business buildings or structures used for fac- 
tory purposes. The fire exposure from nearby 
structures is almost negligible. As risks they are 
placed in the same classification as the buildings 
referred to above and are charged a rate for their 
insurance coverage much higher than seems justi- 
fied. A careful analysis of premiums collected and 
losses paid well illustrate this fact. It is apparent 
that hospitals, because of the rate charged, are 
helping to carry the insurance on more hazardous 
risks. 


To a less extent, but certainly as evident, is 
the apparent higher rates charged for personal 
injury coverage, malpractice coverage in those 
instances where hospitals are carrying this form 
of insurance, and possibly for workmen’s com- 
pensation insurance. Wind and storm insurance, 
while greatly reduced from the standpoint of in- 
surance in force for this class of risk, shows an 
unusual spread between the rates charged and 
the losses paid. 


The underwriting of insurance of the different 
classifications and different kinds of coverage is 
a very close corporation. There seems to be no 
competition. Certainly there are few if any varia- 
bles in the rates charged by the old line insurance 
companies. 


Our committees have made exhaustive and con- 
vincing studies of insurance rates. They have 
taken results of their analyses to the insurance 
companies. They have been courteously received, 
and they have listened to a world of explanation, 
but there has been no readjustment of classifica- 
tion of risk and no reduction in insurance rates, 
to both of which, hospitals the nation over, are 
justly entitled. 
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Convention of the Association of 





Western Hospitals 


pital service and representatives from the 

1300 hospitals within the Western States, 
Province of British Columbia and the territories 
of Alaska and Hawaii, will gather in San Fran- 
cisco March 3, 4, 5 and 6 for the seventeenth an- 
nual Convention of the Association of Western 
Hospitals. Sessions will be held at the Fairmont 
Hotel on Nob Hill, one of the West’s far-famed 
hostelries commanding wide view of the city and 
harbor. 


O iat service leaders in all fields of hos- 


The program for the 1941 Convention will be 
centered around “Hospital Preparedness in a 
Democracy.” The first line of defense against 
menaces to health stand our hospitals prepared 
for a national emergency as they are always pre- 
pared for accident cases, epidemics, and catas- 
trophes. In our Western hospitals’ plans for pre- 
paredness, we are profoundly concerned for the 
care of the civilian population and for the train- 
ing of professional and nonprofessional per- 
sonnel. 


Hospital delegates who are planning and think- 
ing of the furnishing, redecorating, or replace- 
ments in their hospitals will enjoy and benefit 
by visiting daily the displays of exhibitors. One 
hundred and ten exhibits will display all types 
of modern, thoroughly tested equipment and sup- 
plies and demonstrate aids to hospital efficiency 
from the engine room to the laboratories. 


Sixteen Sectional Meetings for the entire hos- 
pital personnel will be held mornings and after- 
noons during the four days of the Convention. 
These sessions will conduct specially prepared 
programs and Round Table discussions for hos- 
pital accountants, administrative nurses, auxil- 
iaries and volunteer workers, chaplains, execu- 
tive dietitians, engineers, executive housekeepers, 
medical record librarian, medical social workers, 
hurse anesthetists, pharmacists, physiotherapists, 
purchasing agents and superintendents of public 
hospitals and small hospitals. 


Preceding the Convention the Western Con- 
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ference of the Catholic Hospital Association will 
hold its annual meeting opening with a Solemn 
Mass at St. Mary’s Cathedral and continuing at 
St. Joseph’s Hospital with luncheon for the Sisters 
and a discussion presided over by the Reverend 
Richard T. Howley, honorary president of the 
Northern Council. Theme for the afternoon will 
be “The Place of Religion in Nursing Schools.” 
Speakers include the Rt. Rev. Msgr. Harold Col- 
lins, Ph.D., secretary to His Excellency, Arch- 
bishop of San Francisco; Reverend William 
O’Connor, director Arch Confraternity of Chris- 
tian Doctrine, Archdiocese of San Francisco; Sis- 
ter Mary Austin, Ph.D., from the College of the 
Holy Names, Oakland; Reverend John Bunyan, 
chaplain, and Sister Mary Virginia, R.N., both of 
St. Mary’s Hospital, San Francisco; and Reverend 
James Halquist, O.F.M., chaplain, St. Joseph’s 
Hospital, San Francisco. 


The Monday morning session of the Catholic 
Assembly will stress the future needs in caring 
for the sick in private hospitals and in general 
hospitals. 


At the opening General Assembly of the Con- 
vention Monday afternoon, Sister Elizabeth Clare, 
R.N., president of the Northern Council of the 
Western Conference of the Catholic Hospital As- 
sociation, will preside. Addresses of welcome will 
be given by Mayor Angelo J. Rossi; Rt. Rev. 
Monsignor Thomas J. O’Dwyer, director Catholic 
Welfare Bureau, Los Angeles and honorary presi- 
dent of the Southern Council, Western Conference, 
Catholic Hospital Association; and Clarence J. 
Cummings, president of the Association of West- 
ern Hospitals. Among the outstanding hospital ad- 
ministrators who will be introduced at the As- 
sembly are Dr. Benjamin W. Black, president of 
the American Hospital Association; Dr. Malcolm 
T. MacEachern, associate director of the American 
College of Surgeons, and honorary president of 
the Association of Western Hospitals; Dr. Arthur 
C. Bachmeyer, president of the American College 
of Hospital Administrators; and Guy M. Hanner, 
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president of the American Protestant Hospital 
Association. On the general theme “Hospital 
Preparedness in a Democracy,” Dr. Black will pre- 
sent “A Challenge to Hospitals to be Prepared” 
and Dr. L. R. Chandler, dean of Stanford Uni- 
versity Medical School, will discuss ‘Selective 
Service and the Hospital Staff.” Dr. Chandler is 
a member of the Committee of five appointed by 
the President to consider hospital-medical prob- 
lems in the National Defense Program. 


Clarence J. Cummings will preside at the Tues- 
day morning Assembly and will introduce the fol- 
lowing speakers, presenting aspects of “The Na- 
tional Emergency and Its Effect on Hospital Or- 
ganization”: “The Philosophy of Hospital Pre- 
paredness” by Dr. Malcolm T. MacKachern; “Pre- 
paredness-Efficiency with Reduced Professional 
and Technical Personnel” by Harold 8. Barnes, 
junior past president, Association of Western 
Hospitals; “Adaptability of the Basic Curriculum 
of Nursing Schools to the Defense Program” by 
Elizabeth S. Soule, director, School of Nursing 
Education, University of Washington, Seattle. 


“Educational Factors In Meeting a National 
Emergency” will be the theme of the afternoon 
session with Dr. Glenn E. Myers, president, Asso- 
ciation of Califernia Hospitals, presiding. The 
training of Hospital Technicians, Laboratory 
Technicians, X-ray Technicians and Orderlies will 
be discussed by the following specialists in their 
respective fields: Dr. W. H. Kellogg, chief of the 
Division of Laboratories, State of California; Dr. 
L. Henry Garland, 450 Sutter Street, San Fran- 
cisco, and Andrew C. Jensen, superintendent, 
Fairmont Hospital, San Leandro. This discussion 
will be introduced by an address on “The Hospital 
as an Educational Institution,” presented by Dr. 
Arthur C. Bachmeyer. 


The spotlight of the Convention will be turned 
on “Purchasing Problems in Relation to Hospital 
Preparedness” at the Wednesday morning As- 
sembly. Dr. MacEachern will preside and will 
introduce Ellard L. Slack, president-elect of the 
Association of Western Hospitals, who will ad- 
dress the Convention on “Purchasing for Future 
Needs in an Emergency Program”; Raymond D. 
Brisbane, superintendent, Sutter Hospital, Sacra- 
mento, will discuss “Standards for Purchasing” ; 
“Conservation of Supplies” will be the subject of 
the address by Dr. Anthony J. J. Rourke, medical 
superintendent, Stanford University Hospitals, 
San Francisco. 


Wednesday afternoon speakers will emphasize 
“Preparedness Through Foresight” and will in- 
clude an analysis of “Public Relations During an 
Emergency” by J. V. Buck, superintendent, Chil- 
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dren’s Hospital, San Francisco; a report on “Fed- 
eral Legislation” by Dr. Bert W. Caldwell, execu- 
tive secretary, American Hospital Association; 
suggestions for “Improved Service and Reduced 
Operating Expenses Through Physical Plant Re- 
organization” by Ritz E. Heerman, superinten- 
dent, California Hospital, Los Angeles; and ideas 
for “New Construction” of hospital plants by Dr. 
William H. Walsh, consulting specialist on Hos- 
pital Planning, Chicago, Illinois. Alice G. Hen- 
ninger, R.N., second vice president American Col- 
lege of Hospital Administrators, will preside at 
this session. 


Dr. E. Dwight Barnett, medical director, 
Sonoma County Hospital, Santa Rosa, will lead 
the discussion at the Thursday morning Assembly 
when experts will present their solutions to the 
problem of providing hospitalization for all eco- 
nomic groups in the community. Dr. Black will 
open the panel with an address on “The Hospital 
Care of the Indigent and Semi-Indigent by the 
Use of Adequate County-owned Institutions.” Dr. 
John G. Sharp, superintendent, Monterey County 
Hospital, Salinas, will describe “The Place of the 
Voluntary Hospital in the Care of the Indigent 
and Semi-Indigent.” Discussants include A. E. 
Hodgeman, chairman, Small Hospitals Section; 
Fraser Hall, San Diego, and Dr. H. M. Ginsburg, 
superintendent, Fresno General Hospital, Fresno. 


Guy M. Hanner will preside at the Thursday 
afternoon meeting to consider the problems of 
“Balancing the Hospital ‘Budget,’ ’”’ Walter Mez- 
ger, superintendent, Cedars of Lebanon Hospital, 
Los Angeles, will present methods of “Adjusting 
Rates to Meet Increased Costs of Hospital Opera- 
tion”; “Relation with Insurance Companies” will 
be compared by George U. Wood, superintendent, 
Peralta Hospital, Oakland, and William P. Butler, 
junior, past president, Association of California 
Hospitals; Paul C. Elliott, superintendent, Holly- 
wood Presbyterian Hospital, Los Angeles, will 
discuss “Industrial Accident Insurance Cases”; 
Ralf Couch, superintendent, University of Oregon 
Medical School Hospitals and Clinics, Portland, 
will be the final speaker with an address on “Econ- 
omy in Operation.” 


Clarence J. Cummings will preside at the con- 
cluding Assembly when delegates will be present 
at the Installation of Officers. 


San Francisco, world-famed for its unique hos- 
pitality, will welcome the men and women repre- 
senting public and private hospitals of eleven 
western states who will find stimulus for arduous 
tasks and answers for unprecedented problems in 
days rich in leadership, comradeship and relaxa- 
tion. 
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Twelfth Annual Convention of Texas 





Hospital Association 
Hotel Adolphus, Dallas, Texas, February 27-March | 


Highlights of the Program 


PERSONNEL PROBLEMS—Nellie Gorgas, Assistant 
to the Director of the University of Chicago 
Clinics, Chicago, Illinois 

EDUCATION OF THE HOSPITAL ADMINISTRATOR— 
Gerhard Hartman, Executive Secretary, Amer- 
ican College of Hospital Administrators, Chi- 
cago, Illinois 

HosPITAL PUBLIC RELATIONS—Alden B. Mills, 
Managing Editor, The Modern Hospital, Chi- 
cago, Illinois 

TRENDS OF MEDICAL RECORDS—Sister Mary Pa- 
tricia, Administrator Saint Mary’s Hospital, 
Duluth, Minnesota 


HOSPITAL SERVICE IN A SOCIAL CRIsIsS—Rev. Al- 
phonse M. Schwitalla, S.J., Dean, St. Louis 
University School of Medicine; President, Cath- 
olic Hospital Association of United States and 
Canada 

HOSPITAL PROGRESS AND ITS CHIEF VICTIMS— 
HOSPITAL ADMINISTRATORS—Very Rev. M. J. 
O’Connell, C.M., President, DePaul University, 
Chicago, Illinois 

COORDINATING THE PROFESSIONAL SERVICES IN 
THE HOSPITAL AND HOSPITAL INTANGIBLES— 
Joseph D. Doane, M.D., Professor of Clinical 
Medicine, Temple University of Philadelphia; 
Medical Director, Jewish Hospital, Philadel- 
phia 

GREETINGS AND REVIEW OF CURRENT HOSPITAL 
EVENTS—Bert W. Caldwell, M.D., Executive 
Secretary American Hospital Association, Chi- 
cago, Illinois 
There will also be some fine contributions to the 

program by members of the State Association. 

Mrs. Ruth Rogers, accountant at Memorial Hos- 

pital, Houston, has just completed a study of vari- 

ous accounting systems in Texas hospitals and 
will conduct a panel on this subject. 

Mrs. Josie Roberts, administrator, Methodist 
Hospital, Houston, will conduct a round table on 
Housekeeping. 

Thursday night, February 27, is President’s 
Night. Father Schwitalla will speak at that ses- 
sion; and Miss Ara Davis, administrator, Scott 
and White Hospital, Temple, will deliver the 
President’s Address. 

Friday afternoon, February 28, is a joint ses- 
sion of all associations meeting at this time. Dr. 
Doane will speak on “Coordinating the Profes- 
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sional Services in the Hospital,” and conduct a 
panel composed of a representative from each of 
the professions of nursing, nurse anesthesia, 
medical records library, dietetics, physiotherapy, 
and occupational therapy. 


Friday night, February 28, is the Banquet. Dr. 
Doane will speak on “Hospital Intangibles” that 
evening. On this occasion the State Hospital Day 
Awards, which will be unannounced until that 
date, are to be made by Lawrence Payne, adminis- 
trator, Hillcrest Memorial Hospital, Waco, and 
chairman of the Council on Public Education. The 
National Hospital Day Award presented to Texas 
at the meeting of the American Hospital Associa- 
tion will be presented to the Association that 
evening by Dr. E. M. Dunstan, administrator, 
Dallas City County Hospital Systems and Texas 
Chairman of the American Hospital Association 
Committee on National Hospital Day. 


Dr. J. F. Kimball, administrator of Group Hos- 
pital Service, Inc., will make a report of the 
progress of the Corporation, which was organized 
by the Texas Hospital Association early in 1939. 
J. H. Groseclose, who is administrator of the 
Methodist Hospital, Dallas, and president of the 
Board of Directors of the hospital service plan, 
will conduct a round table on the subject following 
Dr. Kimball’s report. 


While Father Schwitalla was attending the Con- 
vention of the Texas Hospital Association last 
year in San Antonio he organized the Texas Con- 
ference of the Catholic Hospital Association. This 
Association will meet on Saturday, March 1, at 
St. Paul’s Hospital, Dallas. The date was ar- 
ranged so that the Sisters could attend both the 
Texas Hospital Association Convention and the 
Texas Conference of the Catholic Hospital Asso- 
ciation. 


Meeting at the same time and place as the 
Texas Hospital Association are the Texas Chapter 
of the Association of Record Librarians of North 
America, the Texas State Association of Nurse 
Anesthetists, Texas Association of Occupational 
Therapists, and the Texas Chapter of the Ameri- 
can Physical Therapists Association. 


Miss Ara Davis, administrator, Scott and White 
Hospital, Temple, is president of the Texas Hos- 
pital Association, and Harry Hatch, administrator, 
Northwest Texas Hospital, Amarillo, is president- 
elect. 
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Hospital Association of Rhode Island 


Dr. Henry S. Joyce, assistant superintendent of 
the Rhode Island Hospital, was elected President 
of the Hospital Association of Rhode Island at 
the annual meeting of that organization at Provi- 
dence Lying-In Hospital. Dr. Joyce replaces Dr. 
Arthur H. Ruggles, superintendent of Butler Hos- 
pital, as president of the Organization. Dr. Rug- 
gles was elected to a two year term as trustee of 
the Association. 


Carl A. Lindblad, chairman of the Preparedness 
Committee, reported that individual hospitals had 
begun inventories of facilities now available, and 
that the committee was working with the State 
Selective Service authorities to organize health 
facilities in the State. Dr. Ruggles reported that 
the Association had received assurance that “un- 
derstanding cooperation” would be given to the 
efforts of hospitals to “give adequate care to pa- 
tients in our hospitals and to our civilian popu- 
lations” whatever the exigencies of national de- 
fense. The necessity of maintaining a full hos- 
pital staff, particularly of interns, despite the 
needs of the draft, were stressed in this connec- 
tion. 


A resolution was passed urging member hos- 
pitals to cooperate with the draft boards in pre- 
paring and developing x-ray plates of potential 
draftees, as the result of a request from Selective 
Service authorities for hospital assistance in this 
matter. The State Committee on Nursing Edu- 
cation and the Red Cross have been asked to “out- 
line a short course of approximately six months, 
for the purpose of instructing emergency nurses 
should they be needed in the event that there is 
considerable loss of trained nurses.” Dr. Ruggles, 
who presided at the meeting, reported that “dur- 
ing the past year the Association has become an 
affiliate State society of the American Hospital 
Association and the New England Hospital Asso- 
ciation, and that many members had attended the 
annual meeting of the American Hospital Asso- 
ciation in Boston last fall. 


Stanley H. Saunders executive director of the 
Blue Cross Hospital service plan, reported on 
the progress of the nonprofit plan and urged de- 
velopment of a public relations program by the 
Association. In his report, Dr. Ruggles praises 
Mr. Saunders direction of the Blue Cross, “which 
has at all times worked closely and effectively 
with our hospitals.” A certificate of honor was 
presented to Dr. Asa S. Briggs, chairman of the 
committee on National Hospital Day, May 12, for 
the work of the Rhode Island Association on that 
day in 1940. 


Other officers elected at the meeting included 
Dr. Harmon P. B. Jordan, superintendent of Prov- 
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idence Lying-In Hospital, vice-president; Helen 
M. Blaisdell, superintendent of the Westerly Hos 
pital, Westerly, secretary; and William Sleight 
assistant superintendent of the Homeopathic Hos- 
pital, Providence, treasurer. The last two were 
re-elections. Leroy P. Cox, superintendent of the 
Woonsocket Hospital, Woonsocket, was elected 
trustee for two years. 


Members present at the meeting, in addition 
to those mentioned above, included James Cook- 
man, Memorial Hospital, Pawtucket; Mother M. 
Evangelist, St. Joseph’s Hospital, Providence; Dr. 
Charles Fitzpatrick, State Hospital for Mental 
Diseases, Howard; Mrs. Georgia Haliday, Bradley 
Home, East Providence; Dr. William Hindle, 
Charles V. Chapin Hospital, Providence; Charles 
M. Hoffman, Miriam Hospital, Providence; P. C. 
Houghton, Butler Hospital, Providence; Nicholas 
EK. Janson, State Home for Mental Diseases, How- 
ard; Ellen B. Palmer, Bradley Home; Mrs. 
Blanche Paterson, Pawtucket; Dr. William O. Rice, 
State Infirmary, Howard; Dr. Dennett L. Rich- 
ardson, Rhode Island Hospital, Providence; Dr. 
Niles A. Westcott, Butler Hospital, Providence; 
guests were Sister Mary Conseil, St. Joseph’s 
Hospital, and Jean Lewis, Westerly Hospital. 

sibilities 


Wisconsin Hospital Association 


The Wisconsin Hospital Association held its 
Mid-Winter Conference in Milwaukee, Wisconsin, 
January 23. 


This conference featured a trustees’ and direc- 
tors’ luncheon meeting, which was addressed by 
Dr. Malcolm T. MacEachern, associate director, 
American College of Surgeons, Chicago, Illinois, 
and Ada Belle McCleery, superintendent of Evans- 
ton Hospital, Evanston, Illinois. The main sub- 
ject of this meeting was “The Responsibilities of 
Trusteeship.” 


The morning session was given over to “The 
Care of the Patient,” and concerned the service 
of the general duty nurse, the student nurse, 
special duty nurses, aids, night nursing, special- 
ized nursing, nurse supervision, and condition of 
employment. 


At the afternoon session the topics were “Health 
Program for Hospital Personnel,’ and ‘Health 
Hazards in the Hospital,” followed by a round 
table discussion on hospital problems. 


ae 


Minnesota Hospital Association 
The Minnesota Hospital Association has found 
it necessary to change the convention dates of the 
Minnesota Hospital Association from May 15-17, 
1941, to May 22-24, 1941. The convention will 
be held in St. Paul. 
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_ Organization and Administration of 
Hospital Dietetics Department 


MARY M. HARRINGTON, B.S., M.A. 


[Editor’s Note: This is the second half of an 
article which was started in the January issue.]| 


Purchasing 


In the small hospital, the purchasing is done 
by the dietitian but in the large institution, a 
purchasing agent is more often employed. There 
are two points of view in this regard. Many in- 
stitutions and dietitians believe that all purchases 
for this department should be made by the dieti- 
tian. Other institutions believe that the business 
of interviews, letting of contracts, etc., is a definite 
business position requiring business training and 
experience. After experience with both types of 
purchasing, it is felt that the latter method is 
preferable in order to permit the dietitian ade- 
quate time for supervision of her department and 
the performance of its many functions. 


The dietitian is trained in regard to food quali- 
ties and economies and it is essential that her 
judgment be accepted in the recommendations for 
purchases made to the purchasing department. 
Close contact and conferences with the purchasing 
agent will promote a valuable relationship and 
save much time from unnecessary interviews re- 
garding products which are not of interest. All 
orders to this department should specify the 
amount, quality, and weight of article desired. 
If such an article is unobtainable, a conference 
regarding an article which might be a desirable 
substitute can be satisfactorily arranged. The 
purchasing agent can acquaint the dietitian with 
information and samples of new products on the 
market and these can be judged by her. It is 
important that the dietitian judge all samples of 
contemplated purchases of canned food and new 
products. After the quality of staples has been 
determined, changes should not be made without 
study and her recommendations. 


The daily supply of products received should be 
checked for quality and weight and discrepancies 
reported to the purchasing department. A daily 
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check on hampers of green beans showed a varia- 
tion in weight of 22 pounds. This can be corrected 
by a thorough agreement with the produce com- 
pany regarding specifications. Competitive buy- 
ing is valuable and improves the quality and cost 
of food being received, but must be interpreted 
with wisdom as price alone is not sufficient and 
neither is quality but the type of service and 
adjustments made by the firm must be considered 
as well as the constant maintenance of standards. 


Menu Planning 


Menu planning is not a simple task of writing 
a list of popular, palatable foods. It is based on 
cost time and personnel required for its produc- 
tion, range and oven spacé available, and numerous 
other influences. Some institutions definitely limit 
the number of employees and it is necessary to 
use prepared foods in preference to fresh. This 
limitation would be unnecessary if the dietitian 
were given a budget to maintain. Constant repeti- 
tion of such foods on the menu cause criticism 
and are actually more expensive but the dietitian 
is not at fault if the personnel necessary to pre- 
pare fresh foods is not available to her. Some 
institutions do not have sufficient equipment to 
provide two baked articles at the same meal and 
this inadequacy limits the variety of the menus. 
Variety need not be expensive but adequate equip- 
ment and personnel are required. These expendi- 
tures can be proven to pay for themselves over 
a reasonable period of time. The cost of particu- 
lar menu need not be an indication of food costs 
as every dietitian knows. The use of an expensive 
article on the menu can be balanced by the use 
of other foods which are inexpensive. Some in- 
stitutions omit certain specific foods from the 
personnel menu because of their cost, but this 
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shows poor food management. The use of these 
foods may be limited but should appear at regular 
intervals and the total cost of food for the month 
can be controlled by using many other foods in 
season which are unusually low in price. 


Popularity of menus is determined by the 
psychological} attitude as much as by the foods 
offered. This ‘was demonstrated bythe change 
in popularity of certain foods offered to the same 
personnel in a pay service. It is impossible to 
plan menus which are popular to all as food habits 
of individuals vary greatly. Menus offering ade- 
quate variety of attractive, palatable food and 


served in a pleasing environment will be appre- 


ciated by the majority. The popularity of the 
menus should be checked daily on the basis of 
uneaten food and those which produce exorbitant 
waste should be changed. Sometimes a confer- 
ence with the discontented individuals will result 
in an improvement in the menus and a better un- 
derstanding of the problems of both the preducer 
and the consumer. The dietitian must always be 
open to suggestions and alert to criticisms regard- 
ing the planning, preparation, and service of food 
to all groups within the institution, if a progres- 
sive department is to be built. 


Many hospitals are hesitant to change the plan 
of serving dinner at noon and supper at night to 
the popular plan of restaurants and clubs which 
serve luncheon at noon and dinner at night. This 
plan was introduced commercially after it was 
found that food habits of the public were chang- 
ing and many people preferred a lighter noon 
meal. Such a plan in the hospital has proven 
more satisfactory than the former plan of two 
substantial meals a day. The nutritional status 
of the clientele does not suffer as menus are 
planned to supply all of the essentials of an ade- 
quate diet over the three meals. This change per- 
mits a greater variety in the menus but it must 
be remembered that variety lies mainly in meth- 
ods of preparation, service, and combinations as 
the number of foods are limited and must be 
repeated frequently and certain foods should be 
eaten daily to meet nutritional needs. 


Food Preparation 


Preparation of all food in the main kitchen is 
very desirable to assure uniformity of production 
under skilled personnel and if production is being 
carried on in unit kitchens, either the number of 
skilled employees is duplicated or the quality of 
the food suffers. Such a plan eliminates the 
necessity of carrying any quantity of supplies in 
the unit kitchens and only a very few short or- 
ders need to be cooked. In this way all food 
remains in a central kitchen for supervision and 
there is no need for uncontrolled waste or loss. 
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The quantities of food purchased must be care- 
fully followed to gain the utmost yield. Standard- 
ization of recipes furnish a definite control of 
quality and yield. These tested recipes should 
specify the number of serving portions and the 
unit cost. Many institutions prefer to standard- 
ize their own recipes, but a very fine book of 
tested recipes has been compiled by the Adminis- 
trative Section of the American Dietetic Associa- 
tion and can be purchased. However, the unit cost 
of these recipes must be determined by the insti- 
tution at regular intervals. A marked fluctuation 
in the price of butter and eggs may make consider- 
able difference in the cost of a portion. 


Serving portions of all foods should be standard- 
ized to insure uniformity in yield and service. A 
list of specifications can be made for each serving 
kitchen and the size of the portions can also be 
controlled by selecting dishes which are of the 
proper sizes. (A four ounce cream pitcher will 
not control a two ounce serving of cream as effec- 
tively as a two ounce pitcher.) Meat, if cut, should 
be purchased on the basis of the number and 
weight of servings per pound. If meat is cut at 
the hospital, effective machines can be purchased 
to control the size of portions. A new meat cutter, 
recently purchased, has increased the yield of 
chops and raw ham by 20-25 per cent and will 
save its cost in a few months. Not only is the 
saving important but the uniformity in appear- 
ance is desirable. Left-overs must be carefully 
controlled and used on the menu at their original 
cost to prevent an increasing food cost. Careful 
planning will reduce the amount of left-overs and 
proper handling and use will preserve their orig- 
inal value both in quality and cost. 


It is the aim of every dietitian to serve palatable 
food at the proper temperature and in an attrac- 
tive manner. Final supervision of the completed 
tray is the surest way of accomplishing this aim. 
If the tray is turned over to the nurses for serv- 
ice, close cooperation and conferences will gain 
the same objective. It takes the united efforts 
of all hospital personnel to have “the satisfied 
patient” and each group is sincerely interested 
in doing its part. Improvement of working rou- 
tines in all groups is often necessary to be sure 
that hot food and cold food reach the patient at 
the proper temperature. Close contact with the 
patient will permit the modification of the routine 
menu according to the patient’s likes and dislikes 
and according to his nutritional needs. 


Nourishments Between Meals 


The serving of nourishments between meals is 
a custom that has been discontinued by many hos- 
pitals. Malted milks, eggnogs, etc. between meals 
endangers adequate intake of all essential foods 
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except energy, diminishes the appetite for meals, 
and defeats its own purpose because of the loss of 
appetite—and increases the work of the floor 
personnel. If it is desirable to make a patient 
gain weight or receive extra fluids, this should be 
handled as an individual problem just as any 
other metabolic case. Food eaten is as important 
as food served and the intake of the patient should 
be checked and recorded daily by the dietitian. A 
small amount of fruitade and milk should be avail- 
able on the floors for medications and for patients 
who request them but nourishments passed to all 
patients between meals increases the number of 
food complaints and substitutions on the house 
menus. If the completed tray is served from the 
minimum of unit kitchens it is unecessary to have 
any food available on the floors and none need to 
be sent except upon a written order and for a 
specific patient. This assists in an efficient sys- 
tem of food control as all orders from unit kitch- 
ens should clear through the administrative dieti- 
tian to control quantities used and cost. 


Food Control 


Food control aims to maintain a consistency in 
the quality and size of portions of food at a mini- 
mum cost. Standardization of recipes and serving 
portions is very important as a small increase in 
the servings of meat will amount to hundreds of 
dollars in a short time. A well-organized plan 
serves to reveal losses in yield, left-overs and 
other leaks which tend to raise food costs. Cer- 
tain records may be kept daily which give the 
director of the department a control on the food 
being used, and a fair distribution of charges. If 
a twenty-eight days’ menu schedule is maintained, 
the amount of the various commodities per meal 
served remains remarkably constant. Variations 
tend to show an increase in quantity rather than 
a decrease. (If the amount of beef per meal in- 
creases, an analysis will show an increase in serv- 
ing portion or that left-over meat is not being 
used properly. The fact that the meat is not dis- 
carded does not mean economy unless such meat 
is used to replace a food of equal cost.) Sometimes 
this increase is due to a decrease in the number 
of meals being served and the food orders have 
not been decreased in quantity as quickly as the 
census falls. An increase in the quantity of po- 
tatoes being used per meal, even though the serv- 
ing portions remained constant, was soon noted 
when a different variety which gave more waste 
was purchased. 


Centralized Service 


The advantages of a centralized plan of food 
preparation and service are as follows: 
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Less floor space necessary for the produc- 
tion unit 


2 Less floor space necessary for the service 
unit 


3 Less duplication in expensive equipment 


4 Better supervision and less personnel re- 
quired 


5 Direct control of the completed tray to the 
patient permits better satisfaction and 
economy in food costs 


6 Centralization of left-overs and elimination 
of the return of many small quanti- 
ties of food which has been handled consid- 
erably 


7 Closer control on dishes, silver, and other 
expensive articles of equipment for tray 
service 


8 Standardization of serving portions and 
efficient food control 


The disadvantages often noted by adherents to 
the decentralized system are: 


1 Such a system is valuable only in a new 
building as the installation of lifts and 
other equipment jis costly—this should be 
carefully analyzed as the extra equipment 
and personnel may be more costly over a 
longer period of time. 


2 Food becomes cold if nurses and ward 
maids do not cooperate—this same state- 
ment applies to the plan of service from a 
floor unit kitchen if distribution of trays 
is entirely dependent on them and if cooper- 
ation is not satisfactory. 


3 Slower method of service—time studies will 
show this is not a serious consideration. 


Experience with both types of service has 
shown that the disadvantages noted are minor and 
these problems have been solved by many hos- 
pitals which favor the centralized plan. This type 
of service lends itself particularly well to the 
newer plan for feeding personnel in pay cafeteries 
because it permits a better food control. 


Feeding of either personnel or patients pro- 
duces numerous criticisms and a complaint sys- 
tem similar to that used by leading hotels serves 
to evaluate criticisms by chronic complainers and 
gives first-hand information. . Every complaint is 
written in detail and signed by the person re- 
ceiving it and furnishes very valuable informa- 
tion. If a complaint on coffee is received only in 
one unit, the cause is investigated but if the same 
reports shows up in various units simultaneously, 
the justification is proved. 
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Pay Cafeteria 


The pay eafeteria is one of the more recent 
plans of feeding hospital personnel. It offers many 
advantages to the institution and to the personnel. 
However, such a plan is dependent on the volume 
of meals served and is not adaptable to all hos- 
pitals. Furthermore, such a plan of selling food 
requires a very close organization for the prep- 
aration and service of food with good food con- 
trol or a deficit can occur within a very short 
period of operation. Judging from the many 
questions asked in regard to this type of service, 
it seems that some institutions believe that this 
type of service differs from the older plan only 
in the operation of the counter service and the 
dining rooms. 


If an efficient type of “pay service” is to be 
installed, a food control plan with an accurate 
accounting system for the entire department must 
be well established first to know the present op- 
erating costs not only for personnel but also 
for patients. The patients’ service can influence 
such a plan in many ways and it must be organ- 
ized as an integral part of the department as a 
whole and not as a separate unit. Cost of raw 
food, labor, and overhead are the chief expenses 
which must be balanced without an increase in 
the cost of patients’ service and a _ sufficient 
amount of the money added to the general payroll 
must be returned in sales to make the operation 
self-sustaining but nonprofit. Hines accepts this 
plan not to save money but to give greater satis- 
faction to the personnel. The writer discussed the 
details on the basis of the operating dollar spent 
by the dietary department. All of these reports 
as well as details of operation should be carefully 
studied before such a plan is initiated by an in- 
stitution. 


Operating Costs of the Department 


It is an accepted fact that the hospital super- 
intendent works on the theory that his job is to 
give the most adequate service for the least 
amount of money. Because the food service re- 
quires approximately 25 to 30 per cent of the 
hospital dollar, it is important to have a dietitian 
who understands simple cost accounting and is 
able to use reports and records not as an account- 
ant, but, as an administrator. The dietitian must 
be able to convince her administrator that he will 
be paid great dividends by a good food service. 
Through the presentation of facts taken from sim- 
ple accurately kept records the dietitian can 
justify her policies to her administrator. The 
system used should not be too costly to operate, 
but, should be set up in such a manner that any 
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special information which may be periodically re- 
quired is readily available. 


Food Costs 


Food costs are dependent upon the type of serv 
ice offered by the institution and the standards 
maintained. Comparisons of costs with other in- 
stitutions are not particularly helpful as there are 
so many variables to be considered. However, 
checking costs against the previous year and 
against the market variations helps to evaluate 
weaknesses in planning. Careful buying and ef- 
ficient food control are the best means of regu- 
lating costs. Good food need not be expensive 
food but a cheap quality of food is expensive 
because of the diminished yield often obtained. 
Recently, a dietitian was dismissed from an in- 
stitution after being employed but a short period. 
Upon investigation, the management said that she 
was very capable and efficient but her food costs 
were too high. It developed that the food standards 
for the hospital clientele were not as high as those 
of the dietitian. This could have been prevented 
by the director if a budget had been given the 
dietitian. Likewise, the dietitian could have as- 
certained the food habits of that community and 
planned accordingly. 


An elaborate system of obtaining food costs is 
unnecessary and the use of expensive forms and 
personnel’s time may cost more than the informa- 
tion may be worth. However, complete records of 
the expenditures for the dietetics department fur- 
nishes the data for the establishment of a budget 
to anticipate the yearly costs and provide for re- 
placements and improvements. The department 
should have its own accounting records but the 
final monthly statement should come from the 
business office to furnish a check against the de- 
partmental records. It might seem as if this were 
a duplication of effort but unless daily records are 
kept, the trend in costs will not be known until too 
late to be corrected in that particular month. 
Sometimes its would seem that more detailed rec- 
ords would furnish more complete information but 
involve too much time. A way should be provided 
to secure a sampling of this desired information 
from time to time. Certain fundamental records 
are necessary and the forms used for them may 
be very simple and should minimize effort of 
writing but at the same time provide complete, 
concise information. 


The records which are valuable for study and 
require no additional effort are as follows: 


1 Purchase record—specifying amount, qual- 
ity, and weight of article. 


2 Stores stock record—quantity of goods re- 
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ceived, quantity used, amount on hand and 
unit cost. This perpetual inventory fur- 
nishes the costs of food used each day and 
an accurate guide for future orders. 


Meal census—secured as accurately as pos- 
sible to derive the average cost of raw food 
per meal. Almost all hospitals obtain this 
by actual count. The meal count in the 
dining rooms can be determined by actual 
plate count and the patient record should 
list the number of fluid, soft, full and spe- 
cial diet trays served. Formulae are 
counted in various ways, but the practice 
of counting a day’s formula as a meal seems 
sound. 


Daily expenditure—determined in a small 
hospital by keeping the total money 
charged on bills plus the store-room with- 
drawals and divided by the number of 
meals served. This will give the raw cost 
of food per meal. If an accumulative total 
of each is kept for the month, a fairly close 
prediction of food costs is obtained with 
little effort. In the larger institution, this 
daily cost sheet, showing the total food 
charges made to the department and their 
distribution may be compiled by the pur- 
chasing department and sent to the dietary 
department daily. 


Standardization of vrecipes—furnishes a 
definite control of quality and yield. These 
recipes should specify the number of serv- 
ing portions and the unit cost. 


Serving portions—standardized and lists 
of portions provided to all units. These 
specifications insure uniformity in yield 
and service and the selection of dishes of 
the proper size will aid this control. 


Payroll—provides information not only as 
to the amount of money spent for labor but 
the ratio of employees to meals served. 
This record also gives valuable information 
as to the number of working days per em- 
ployee and the amount of labor turnover. 
Overtime will be evident also but, as a mat- 
ter of policy, it is undesirable and with 
proper planning can be avoided. Overtime 
produces wage problems and dissatisfac- 
tion among employees. 


Miscellaneous expenditures — maintained 
as a separate record for study. Dishes and 
silver furnish the largest item and 
should be kept in such a way that an an- 
alysis will show the cost and location of the 
greatest breakage and the kind of articles 
replaced most frequently. 
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9 Monthly cost report—very simply compiled 
but should list the following: 
Food inventory 
Food purchases 
Total cost of food used 
Total meals served 
Raw food cost per meal 
Payroll 
Miscellaneous expenses 
Per cent of general administrative expense 
Fuel and maintenance 
Replacements 
Depreciation 


The total expenses of payroll, miscellaneous 
expenses plus percentage of administrative ex- 
pense usually alloted to this department, fuel and 
maintenance, replacements and depreciation, di- 
vided by the total number of meals served equals 
the service cost per meal. 


Special Charges by the Department 


Charges for foods other than those allowed on 
the regular routine vary with the policy of the 
institution in regard to additional charges to pa- 
tients. There are two fundamental factors which 
influence these policies and one is to limit the use 
of expensive items and another to control the 
amount of foods being sent to patients. Specific 
charges for guest trays and special orders pro- 
vides a control both as far as the additional time 
required for preparation and service and unrea- 
sonable requests. If the patient realizes the 
charge is being made, he is less anxious to make 
unreasonable demands. The dietitian can sort 


‘the charges and eliminate those which seem in- 


advisable. 


It is very important in food control that all 
food leave the unit only on order to a specific 
patient and charge slips serve to maintain this 
policy. The dietitian plans a routine menu to 
regulate the cost and work involved in its prep- 
aration. Special orders and special preparation 
cost more than quantities of the same foods. (It 
costs proportionately less to serve a meal of lamb 
chops in money and time than to secure one lamb 
chop and delay routine by preparing it individ- 
ually. With such a policy this food appears on 
the menu frequently, but if Mr. X has to have 
a chop when steak is on the menu, there is extra 
cost and service in handling, preparing, and serv- 
ing this order.) 


Special diets are only modifications of the nor- 
mal diet and should be planned as a modification 
of the routine menus. If this procedure is fol- 
lowed, the cost is no more than the house menu 
and merits no extra charge. A menu schedule for 
nourishments should be planned daily and pre- 
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pared in quantity. However, patients who prefer 
to have orange juice ,eggnog, or other items pre- 
pared especially and costing more than the rou- 
tine should pay for them. This service is in ac- 
cordance with established commercial policies and 
functions satisfactorily. 


It has gradually become the custom in the hos- 
pital to allocate the charges for special meals to 
the department involved. The nursing depart- 
ment and others should be charged the cost of 
food and service and such items credited to the 
dietary department to obtain a true cost figure. 
Sales of miscellaneous foods should be credited to 
this department and the selling price of such 
foods must include not only the raw cost per unit 
but the additional service or “handling” charge 
which is rated as 10 to 15 per cent by commercial 
food establishments. All special functions for 
various groups connected with the hospital should 
be priced such as to pay not only the cost of food 
and the extra service involved but should also 
provide some consideration for the department. 
It is not necessary to consider these functions as 
profit-making but the continuous service of them 
should serve to provide the hospital with the in- 
creased overhead for special equipment in linens, 
etc., and should pay for the depreciation and re- 
placement of these articles. 


Diet Therapy 


The diet therapy service not only provides ther- 
apeutic diets to the patients but serves as a lab- 
oratory for the training of the student nurse and 
student dietitian. The percentage of patients 
which require-other than a house diet varies from 
10 to 15 per cent. If this service is properly 
planned, it should not be out of proportion in cost 
in relation to detailed service provided by any 
other food unit of the institution. To promote 
the smooth functioning of this phase of the de- 
partment, a manual of diets accepted by the in- 
stitution should be used. This manual of diets 
can be compiled by the dietitian and approved by 
the medical staff. Such a manual should conform 
to the recent advances in nutrition and dietetics 
but should not be considered as absolute. This 
manual serves only as a code so that the physician 
ordering a certain diet may expect to receive the 
listed foods unless otherwise ordered. This is 
very important as the attending physician does 
not always understand why his particular inter- 
pretation of a dietary regime is not followed by 
the dietitian whereas it is impossible to remember 
all the different modifications desired by individual 
physicians. The written prescription applies 
equally to diets as to all medications and a manual 
gives the physician ready information as to order- 
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ing and the filling of the prescription and fur- 


nishes a guide for the dietitian. The dietitian 
must work closely with the physician in provid- 
ing the therapeutic diet to not only satisfy the 
patient but to make all adjustments desired by the 
physician. It is the dietitian’s responsibility. to 
plan the diet with consideration as to the social, 
economic, racial and religious influences which 
affect the patient and to teach it in such a way 
that continuity in the treatment may be main- 
tained after the patient leaves the hospital. 


Teaching 


It is the responsibility of the dietitian to pro- 
vide and teach the best value in food for the 
money expended and to meet the nutritional re- 
quirements and tastes of the groups served. The 
total quantities of foods purchased per month 
should be checked against Steibeling’s standard 
to see if the best diet for nutritional needs is be- 
ing purchased. The food budget according to this 
standard would be distributed as follows: 


Meat, fish and poultry—25-40 per cent 

Eggs—5 per cent 

Dairy products—20 per cent 

Breads and cereals—15-20 per cent 

Fruits and vegetables—15 per cent 

Miscellaneous foods and accessories—10 per cent 


Since food is the most important factor in pro- 
moting and maintaining good health, its im- 
portance in a medical teaching program cannot 
be overlooked. The hospital serves as a labora- 
tory for the teaching of interns, student dieti- 
tians, and nurses and allied groups, and offers all 
experiences which may be of value in maintaining 
high standards of achievement in their profes- 
sions. The dietetics department offers invaluable 
training to the future physician who has the re- 
sponsibility of guiding the nutritian of many peo- 
ple, but its opportunities are not utilized to the 
fullest extent by the interns. Every intern should 
spend some time in this department so that he 
may know not only the normal diet in terms of 
foods but should be able to calculate the prescrip- 
tions he writes and observe them in actual meals. 
A few talks on the selection of an adequate diet 
and demonstrations of various diets with actual 
food would be very valuable to the intern in terms 
of his own nutrition and to the hospital because 
of the influence it would have on the types and 
cost of prescriptions written. (Dietary prescrip- 
tions which cost the patient as much as $2.87 
per day can be supplied in simple foods without 
the addition of vitamin concentrates and without 
change in the nutritional content at the same 
cost as the house diet. This eliminates the neces- 
sity for the extra charge and resentment on the 
part of the patient.) Sometimes, patients are very 
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critical of the food served by the hospital and the 
actual cause of the discontent is the restricted, 
unpalatable diet ordered. If this diet had been 
observed in terms of meals, the prescription would 
not have been ordered and the good will of the 
patient would have been gained. 


The hospital has a responsibility in community 
education and the dietitian as an agent of the in- 
stitution should be encouraged to participate in 
its programs. The dietitian has been well trained 
for teaching and leadership and can contribute 
a great deal to nutrition education in the com- 
munity. Classes for diabetic patients and their 
families and for the new mothers have ther- 
apeutic value and the influence of such instruc- 
tion is far reaching. 


Opportunities for Improvement and Advancement 
of the Department 


The hospital reflects the attitudes of the admin- 
istrator and this is reflected equally as much by 
the dietetics department. This division of the 
institution can improve only as much as it is stim- 
ulated and supported by the administrator. The 
administrator who is thoroughly conversant with 
business principles in organization will conduct 
the administration of the institution in an orderly 
systematic manner. He will select a dietitian who 
has had the same fundamental training for or- 
ganization and administration as is given for 
business management. He will study her apti- 
tudes and appreciate the responsibility and part 
that her position contributes to the functioning 
of the institutions a whole. He will realize that 
a desirable environment, adequate guidance and 
supervision, relations with him and with fellow 
employees, opportunities for improvement of the 
department and individual and opportunities for 
advancement all influence the personal efficiency 
of the dietitian and the production by her de- 
partment. 


This department should participate in hospital 
activities concerned with administration and of 
professional interest. It should be supplied with 
the necessary books and periodicals to promote 
growth and progress in thought and procedures. 
The dietitian should be sent to professional meet- 
ings at the time and expense of the institution 
in order to keep in touch with trends and changes 
in her profession. All of these cost the institution 
money but this expense is more than paid for in 
returns to the hospital. 
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Relationship of the Pharmacist to Other 
Professional Groups 


ROGER K. LAGER 


ing with medicinal substances. It embraces 

not only the preparation, dispensing, and use 
of such substances, but also their identification, 
selection, preservation, combination, analysis and 
standardization. The hospital pharmacy is gen- 
erally invested with the handling and dispensing 
of all items used for the care and treatment of 
patients. 


Prine wits 'm is an application of science deal- 


Unquestionably, hospital pharmacy has existed 
in one form or another since hospitals first treated 
patients with drugs. The first hospital pharma- 
cist in America is reported to have been in the 
Pennsylvania Hospital. Benjamin Franklin, as 
secretary to the Board of Managers of the Penn- 
sylvania Hospital, reported that, 


“The practitioners charitably supplied the 
medicines gratis till December 1752, when 
the managers, having procured an assortment 
of drugs from London, opened an apothecary’s 
shop in the hospital; and it being found nec- 
essary, appointed an apothecary to attend and 
make up the medicines daily, according to the 
prescriptions, with an allowance of fifteen 
pounds per annum for his care and trouble.” 


This pharmacist was Jonathan Roberts. He 
remained in this capacity until 1755 when he was 
succeeded by John Morgan. 


Before the days of the American Revolution, 
there was a scarcity of qualified practitioners. 
Anyone who knew calomel from tartar emetic, 
jalap from ipecac, and had the assurance to use 
them, who could make and apply ointments and 
plasters, dress wounds or splint broken limbs, 
was a welcome settler and received the title of 
“Doctor” without asking. 


As early as this time, however, attempts were 
made to distinguish between pharmacy, medicine, 
and surgery. A firm advocate of this movement 
was John Morgan, the second pharmacist at Penn- 
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sylvania Hospital. He later studied abroad and 
returned as a qualified physician. His remarks 
on the subject are widely quoted and quite applic- 
able even today. 


As time progressed, pharmacy and medicine 
have become more widely separated until today 
each profession has its several divisions and fields 
of practice. Even in this highly specialized con- 
dition, however, pharmacy and medicine are de- 
pendent upon one another. This interdependence 
is particularly true in hospitals. 


It can be said that there are no two hospitals 
which are identical. The variable factors are so 
many that identical institutions cannot exist. 
Some of these factors are: administration, per- 
sonnel, locality, type of hospital, and type of 
patient. An exact parallel can be drawn with 
respect to hospital pharmacy—that there are no 
two hospital pharmacies which are identical. Thus, 
an idea or procedure which is ideal for one phar- 
macy may not be applicable to another. The scope 
of this paper, therefore, must be limited to gen- 
eralities in showing the relationship of the phar- 
macy to other professional departments. 


Minimum Standard for Pharmacies 
in Hospitals 


The Minimum Standard for Pharmacies in Hos- 
pitals as adopted by the American College of 
Surgeons lists the following as functions of a 
Hospital Pharmacy: 


1 Organization: The hospital shall have 
pharmaceutical service: (a) the full time of a 
graduate registered pharmacist, or (b) pharma- 
ceutical service from an approved nearby 
pharmacy. 
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2 Committee: The hospital shall appoint a 
pharmacy committee, which shall meet at regular 
intervals. The members of the committee shall 
be chosen from the several divisions of the medi- 
cal staff. The pharmacist shall be a member of 
the committee and shall serve as its secretary. 
He shall keep a transcript of proceedings, and for- 
ward a copy to the proper governing board of the 
hospital. 


The purposes of the pharmacy committee shall 
be: (a) to determine the policy of operation of 
the pharmacy, and to deal with such other matters 
of a pharmaceutical nature as may from time to 
time arise, (b) to add to and delete from the drugs 
used, (c) to supervise the purchase and issuance 
of drugs, chemicals, pharmaceutical preparations, 
biologicals, and professional supplies within the 
hospital. 


3 Library: The hospital shall maintain an 
adequate pharmaceutical reference library: (a) 
“United States Pharmacopeia,” “National Formu- 
lary,” “New and Nonofficial Remedies,” “United 
States Dispensatory,” reference works on inor- 
ganic, organic, and quantitative chemistry, phar- 
macology and toxicology, bacteriology, and a medi- 
cal dictionary, (b) the Journal of the American 
Medical Association, the Journal of the Ameri- 
can Pharmaceutical Association, the “Yearbook 
of the American Pharmaceutical Association,” the 
federal regulations relative to the dispensing of 
alcohol and narcotics, and a copy of the state and 
municipal pharmacy laws and sanitary code. 


4 Standards: The hospital shall use drugs, 
chemicals, and pharmaceutical preparations of at 
least “United States Pharmacopeia,” “National 
Formulary,” and “New and Nonofficial Remedies” 
quality in the treatment of patients. 


5 Supervision: The pharmacist shall have im- 
mediate supervision over: (a) the routine prep- 
aration of injectible medication and sterilization 
of all preparations he himself prepares, (b) rou- 
tine manufacture of pharmaceuticals, (c) the dis- 
pensing of drugs, chemicals, and pharmaceutical 
preparations, (d) the filling and labeling of all 
drug containers issued to nursing units from 
which medication is to be administered, (e) a 
semi-monthly inspection of all pharmaceutical sup- 
plies on nursing units, (f) the maintenance of an 
approved stock of antidotes in the emergency 
suite, (g) the dispensing of all narcotic drugs and 
a perpetual inventory of them, (h) specifications 
for purchase of all drugs, chemicals, and pharma- 
ceutical preparations used in the treatment of 
patients, (i) specifications for purchase and stor- 
age of biologicals and all operations wherein a 
special knowledge of pharmacy, including a ready 
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knowledge of weights and measures in all systems 
is necessary. 


' The phrase “to render pharmaceutical service” 
is one which should bear some interpretation. It 
is understood that the primary duty of any de- 
partment is to render service, and that the duty 
of the pharmacy is to render pharmaceutical serv- 
ice which is specialized. It is gemerally recog- 
nized that a pharmacy in a hospital will effect an 
economy in its normal course of operation, and 
the ratio of savings is directly proportional to the 
size of the hospital and in turn to the scope of 
pharmaceutical service. Unfortunately, however, 
a great number of hospital pharmacists and ad- 
ministrators predicate their evaluation of a phar- 
macy entirely upon the amount of money that the 
department will save to the practical exclusion 
of the more important factor—the amount of 
service that department can render to the hos- 
pital. It is acknowledged that economy of opera- 
tion is a necessary and desirable factor. How- 
ever, it is again stated that a hospital pharmacy 
should be evaluated primarily by the amount of 
service it can render to the hospital and, second, 
by the amount of money it can save the hospital. 


The other professional departments will be dis- 
cussed in order as follows: Administration, Medi- 
cal Staff (physicians), Nursing, Anesthesia, 
X-ray, and Dietary. 


The Department of Administration 


This department is considered a professional 
department by virtue of the definition previously 
given. It is of primary importance since all other 
departments within the hospital are directly re- 
sponsible to it as the governing body or the agent 
of the governing body. The primary function of 
the pharmacy with respect to the administration 
is to render such pharmaceutical service as it (the 
administration or governing body) may desig- 
nate. The scope of this pharmaceutical service 
will vary with each hospital, but it is presented 
here in much the manner existent at The Univer- 
sity Hospitals of Cleveland. 


The dispensing of all drugs, chemicals, medica- 
tions, professional supplies: (a) To the in-pa- 
tients or patients of the hospital who are actually 
in bed in the hospital; (b) to the out-patients or 
patients of the hospital who are not in bed in the 
hospital, but who visit the out-patient clinics for 
treatment; (c) to homegoing patients, by filling 
prescriptions of the patient’s physician who de- 
sires the patient to continue treatment after leav- 
ing the hospital; (d) to hospital personnel, by 
filling prescriptions written by physicians in the 
Employees Health Clinic. 


The term “professional supplies” is interpreted 
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here to;mean.all items. such as catheters, instru- 
ments, diagnostic equipment, syringes, needles, 
et cetera, commonly carried in the storeroom of 
a hospital and which are used in the care and 
treatmenit of patients. This is differentiated from 
“general supplies,” which term is interpreted to 
mean such' items as are used in the maintenance 
and upkéep of the wards or division, such as 
stationery, printed forms, pencils, ink, rubber 
bands, paper clips, et cetera. 


The control of stock and dispensing of all nar- 
cotics. Since it is a legal requirement that all 
narcotics be issued to registered pharmacists or 
licensed physicians, this function of the phar- 
macy is well established. The Federal regulations 
state that in hospitals an adequate accurate record 
be kept of all narcotic disbursements. 


The manufacture and control of all parenteral 
solutions. The increased use of all parenteral 
solutions in the last several years warrants seri- 
ous consideration to their manufacture in the 
hospital. Two reasons are given as to why the 
pharmacy should be considered the proper place 
to prepare parenteral solutions. First, they come 
under the category of drugs, and as such have 
legal status by virtue of being recognized in the 
“United States Pharmacopoeia” and “National 
Formulary”; second, the pharmacist has been 
trained in the technique and procedures involved 
in preparation of sterile solutions, therefore, he 
should be considered as the logical person to be 
responsible for the manufacture, sterilization, and 
dispensing of all parenteral solutions. 


The purchasing by the pharmacist of all drugs, 
pharmaceuticals, and other items used in his de- 
partment, or he sets up standards and specifica- 
tions for the purchase of them. An alternative is 
given here because of the varians in setup of pur- 
chasing in different hospitals. It is presumed 
that in a small hospital the pharmacist will have 
more diversified duties since the functional plan 
of operation will be less complex. On the other 
hand, a large hospital will be more highly depart- 
mentalized and may include a department whose 
sole function is to purchase supplies for the hos- 
pital. It is recognized that the latter procedure 
is desirable when possible. In the first place, it 
will relieve the pharmacist of detail in purchasing 
and allow him more time to attend to duties for 
which he has had special training; second, it is 
recognized that errors in judgment have occurred 
in purchasing. The individual responsible for the 
error is apt to follow the human tendency to cover 
it up if possible. This is eliminated if the user 
does not do the actual purchasing. However, the 
pharmacist should set up all specifications for pur- 
chase of his supplies. 
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The function of the pharmacy. The pharmacy is 
to do as much galenical manufacturing and manu- 
facture of stock preparations and formulae as are 
necessary dependent upon the type, size, and needs 
of the individual hospital. 


The manufacturing of pharmaceuticals within 
the hospital. It should be the responsibility of the 
pharmacy to the administration to operate a con- 
trol laboratory. This may include only a sample 
file of all preparations made or, on the other 
hand, a much more elaborate setup embracing 
complete laboratory equipment thereby enabling 
the department to do routine analyses and assays. 


The Medical Staff 


The medical staff is here considered to include 
all branches of medicine such as medicine, sur- 
gery, obstetrics, pediatrics, et cetera and will be 
discussed as such. 


Probably the most prominent relationship of 
the pharmacy to the medical staff is reached 
through the medium of the pharmacy committee 
or therapeutics committee. This committee may 
be defined as one established by and responsible 
to the governing body of the hospital for the pur- 
pose of regulating and governing the policies of 
operation of the pharmacy and its sub-depart- 
ments. Its membership should include physicians 
representing each major department within the 
hospital and at least one representative from the 
pharmacy, the pharmacist probably serving most 
effectively as secretary. The functions of this 
committee may be listed as follows: 


1 To aid in establishing standards for 
drugs and products to be carried in stock by 
the pharmacy through the development of a 
drug policy 


2 To make decisions on pharmacy prob- 
lems of various nature 


3 To develop a professional stores policy 
establishing standards where possible for 
items carried in the professional stores 


4 Toprepare and revise from time to time 
a Hospital Formulary 


One definite advantage of a pharmacy com- 
mittee is that it offers the pharmacist an oppor- 
tunity to appreciate the physician’s viewpoint of 
drug therapy and of problems arising in the hos- 
pital. Conversely, it permits the pharmacist an 
opportunity to present his viewpoints to repre- 
sentatives of the medical profession and enables 
him to obtain responsible medical opinion on prob- 
lems of pharmaceutical nature. This close rela- 
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tionship and the resultant cooperation are not 
only highly desirable, but also absolutely essential 
in order to promote smooth and efficient opera- 
tion. 


The development of a drug policy by the phar- 
macy committee will serve as a guide toward 
rational prescribing in the hospital. A great 
many expensive proprietary medications can be 
eliminated and be replaced by official preparations 
or those having been accepted by the Council of 
Pharmacy and Chemistry of the American Medi- 
cal Association. It can be seen that a limiting 
drug policy can materially reduce the drug cost 
per patient day in a hospital. 


The pharmacy will also compound prescriptions 
and special mixtures as needed and ordered by the 
physician. The pharmacist is responsible for the 
accuracy of labels and labelled contents. It comes 
within his sphere of activity to check all phar- 
maceuticals for possible deterioration and thus 
insure to the physician that the medicines he 
has ordered for his patient will be of the desig- 
nated potency and in accurate dosage. 


The Department of Nursing 


As mentioned previously, the primary function 
of the pharmacy is to supply medication to the 
patients. The pharmacy bears a direct relation- 
ship to the nursing department in this role since 
it is the general scheme in a hospital for the 
physician to order or prescribe the medication, 
the pharmacist to supply it to the ward or divi- 
sion, and the nurse to administer it to the patient. 
In order to carry out this general scheme, it is 
imperative that a close cooperation exist between 
the department of nursing and the pharmacy. In 
the first place, the pharmacy must either carry in 
stock or be prepared to supply the medications 
which are ordered by the physician. The exist- 
ing drug policy in the hospital may or may not 
limit the practicing physician in his prescribing 
of medication. However, the pharmacist must be 
prepared either to supply the medication or to be 
in a position to inform the physician as to why 
the medication cannot be supplied. He should be 
able to interpret the action of the pharmacy com- 
mittee on the particular medication, and possibly 
suggest a substitute with reasons for his sug- 
gestion. In this way the pharmacist is removed 
from the awkward position of telling the physi- 
cian which drugs he must use in his practice, 
the choice of drugs being given over to the phar- 
macy committee. 


The pharmacist should send drugs to the nurs- 
ing divisions in such quantities and sizes that they 
may be readily administered in the dosage ordered 
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by the physician. In daily hospital practice a 
number of drug questions arise regarding use, 
application, stability and mode of administration 
which the pharmacist can answer by virtue of his 
training. 


In addition to the class of drugs which are sent 
to the nursing division and administered on order 
of the physician, there is another class supplied 
to the divisions which might properly be called 
utility drugs. In this category are listed those 
drugs which are used in standard hospital nursing 
procedures without the order of the physician 
such as soap solution and alcohol for patient care, 
sterilizing and deodorizing agents, and others. 


Another relationship which is decidedly advan- 
tageous is the pharmacy ward rounds. All drugs 
in the hospital should remain the property of the 
pharmacy, if the pharmacy is to be responsible 
for the accuracy of labels and of contents of bot- 
tles on the nursing divisions. If this condition is 
existent, labels should not be changed or contents 
of bottles be transferred from one to another by 
any person other than the pharmacist. The ward 
rounds consist of a routine inspection trip by the 
pharmacist and a nursing supervisor to all divi- 
sions or places where drugs are kept. The pur- 
pose of these inspections is to remove excess or 
deteriorated stock, to answer any questions re- 
garding drugs, to eliminate difficulties which may 
have arisen, and to attempt to promote a coopera- 
tive working basis between departments. If these 
tours are properly handled, they are welcomed 
and appreciated rather than merely tolerated by 
the nursing divisions. 


A central supply room has been adopted by a 
number of hospitals in the last several years for 
the purpose of supplying dressings, trays, and 
equipment to the divisions rather than to have 
the individual divisions make up their own sup- 
plies. Whether the central supply room is under 
the supervision of the nursing department or the 
pharmacy, a very close working relationship must 
exist between the two. 


The setting up of the various trays and items 
issued from the central supply room is probably 
best carried out by specially trained nurses. How- 
ever, the pharmacist can serve to a decided ad- 
vantage in an advisory capacity because of his 
knowledge of stability of drugs, sterilization, and 
application of sterile technique. If the pharma- 
cist is to supply all items which will be used for 
the care and treatment of patients, his affiliation 
with the central supply room will become more 
binding since he will maintain the bulk storage 
of goods which are repackaged and prepared in 
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the supply room, issuing such goods on requisi- 
tion and thus eliminating the necessity for two 
storage rooms. 


Department of Anesthesia 


The department of anesthesia is a department 
in a hospital in which practically all of the sup- 
plies used come under the category of drugs. 
Therefore, one function of the pharmacy with 
respect to this department is to furnish the sup- 
plies necessary in its operation. 


There has been considerable discussion recently, 
regarding the repackaging of ether from bulk con- 
tainers into small cans for anesthetic use. If this 
procedure is adopted in a hospital, the pharmacy 
can render a distinct service to the hospital and 
to the department of anesthesia by assuming the 
responsibility for this work. It is stated very 
emphatically that adequate control must be ex- 
ercised not only from the standpoint ‘of control 
of a very serious fire hazard but also from the 
standpoint of chemical deterioration after the 
transfer. The pharmacist is in a position by 
virtue of his training to handle this job. 


Some hospitals employ a trained technician in 
the department of anesthesia to handle and be 
responsible for the anesthetic gases, carbon di- 
oxide, and oxygen. Without question, this is a 
very desirable setup. However, in small hospitals 
this is not always feasible. In these small hos- 
pitals, the pharmacy can render a valuable service 
to the hospital by assuming the responsibility for 
them. If tanks are changed and replaced by an 
untrained person, a waste of supplies and dam- 
age to the equipment usually result. It is pos- 
sible to exhaust, almost completely, oxygen or 
nitrous oxide tanks into low pressure tanks when 
the pressure is too low to be used safely in tent 
work or anesthesia. This procedure results in a 
great saving in gases. Another expensive feature 
of handling gases is the repair of valves, and it 
is indeed possible to reduce this expense by hav- 
ing one department trained and responsible for 
changing valves and renewing tanks. 


One of the chemicals used by the anesthesia 
department on a large scale is soda lime. Here 
again the pharmacy can render a service to the 
hospital and to the department concerned by pur- 
chasing this material in large quantities and re- 
packaging it. This will not only save considerable 
money, but also eliminate the necessity of each 
department carrying its own reserve stock. The 
centralization in the pharmacy of various chem- 
icals and supplies which are used by several de- 
partments within the hospital is a procedure 
which has proven its merit in many hospitals. 
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X-Ray Department 


As in other departments, the relationship o! 
the pharmacy to x-ray is to furnish supplies for 
its operation. This may be limited to the various 
diagnostic chemicals used in roentgenology, such 
as barium sulphate, various iodides, Iodophthale- 
in, and others. On the other hand, it may be much 
more extensive and also include the supplying 
of films, equipment, and the preparation of de- 
veloper solutions. Where more than one depart- 
ment uses films, centralization of supplies is an 
economical and desirable procedure. Items which 
cannot be logically classified as drugs or chem- 
icals can be supplied through the medium of the 
professional stores. 


The preparation of the developer solution for 
use in the x-ray department is one which deserves 
attention. Solutions may be prepared from the 
chemicals at less than one-half the cost of ready 
prepared solutions. They are usually found to 
be more satisfactory providing they have been 
correctly prepared. Thus, the amount of service 
which the pharmacy can render, and in turn the 
amount of savings are directly proportional to 
the volume in the x-ray department. 


The reclaiming of silver from exhausted fixing 
solutions is a problem which can be handled by 
the pharmacy and is usually found to be not only 
interesting but also quite profitable. Motion pic- 
ture industry, commercial photographers and 
other large users of photographic film consider 
this a valuable source of income. The amount of 
film used in the average hospital is relatively small 
in comparison with the above named, but never- 
theless, this salvage procedure should not be over- 
looked. 


The Dietary Department 


A portion of the supplies used in the dietary 
department come under the category of drugs 
or chemicals, and these should be furnished to 
this department by the pharmacy. The pharmacy 
recognizes the function of the dietary department 
as being separate and distinct in the furnishing of 
food and food supplements for the care and treat- 
ment of patients. However, it is not inconceiv- 
able to presume that at some time vitamin therapy 
in a hospital may be included as food supplements. 
Certainly the manufacturers of grains, cereals, 
and flour have directed considerable attention to 
the vitamin content of their product. However, 
at the present time the general trend seems to be 
the recognition of vitamin products as medica- 
tions to be supplied from the pharmacy. 


The pharmacy and the dietary department have 
the same primary duty in a hospital—to furnish 
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supplies for the care and treatment of patients. 
Therefore, it is desirable that these two depart- 
ments enjoy a close cooperative understanding 
in order that their overlapping duties do not cause 
a duplication of work to the discomfiture of each 
department and the jeopardy of both. 


Summary 


1 The pharmacy in a hospital is a professional 
department which bears certain relations to other 
professional departments. 


2 Identical hospitals cannot exist because of 
many variable factors, and in like manner, identi- 
cal hospital pharmacies cannot exist. Therefore, 
the relationship of the pharmacy to other pro- 
fessional departments in a hospital may vary with 
different hospitals, and this relationship was pre- 
sented in terms of generalities rather than with 
specific examples. 


3 The “Minimum Standard for Pharmacies in 
Hospitals” as adopted by the American College of 
Surgeons outlines a method of development of 
interdepartmental cooperation and expansion. 


5 The relationship to the department of ad- 
ministration was presented as an outline of duties 
of the hospital pharmacist, which duties comprise 
the scope of pharmaceutical service rendered. 


6 The activities, functions, and operation of 
the pharmacy committee are the result of the 
relationship existing between the medical staff 
and the pharmacy. 


7 The role which the pharmacy and the nurs- 
ing department play in the supplying and admin- 
istration of medications ordered by the physician, 
the value of routine inspections made by the phar- 
macist and the nursing supervisors, and the aid 
that a pharmacist may give acting in an advisory 
capacity in the supervision of the central supply 
room emphasize the necessity of the needed co- 
operation between the pharmacy and nursing 
department. 


8 The relationship to the departments of an- 
esthesia and x-ray consists of furnishing various 
items from the pharmacy as a central source of 
supply. In addition, the pharmacy can advan- 
tageously assume responsibility for handling of 
gases and necessary equipment for the anesthesia 
department, and prepare developer and reclaim 
silver from the x-ray department’s exhausted fix- 
ing solution. 


9 The pharmacy and dietary department both 
furnish supplies for the care and treatment of 
patients. Because of this fact, a cooperative un- 
derstanding must exist between these two. 





Hamilton, Ohio, to Have New Hospital 
for Contagious and Infectious Diseases 


Probate Judge W. G. Palmer of Hamilton, Ohio, 
ruled as valid the will of the late Eugene H. 
Hughes, which will make available from the estate 
more than $1,000,000, for the construction and 
maintenance of a contagious disease hospital in 
the vicinity of Hamilton. 


The will directed the establishment of a hos- 
pital “for contagious and infectious diseases that 
shall be adequate for the future needs of my na- 
tive Butler County; shall be open to all citizens 
of the county on equal terms, and shall be known 
as the Eugene H. Hughes Memorial Hospital for 
Contagious Diseases.” 





Triboro Hospital Dedicated 
The Triboro Hospital, Jamaica, Long Island, 
New York, the newest unit of Greater New York’s 
Municipal Hospital System, was dedicated on Jan- 
uary 28. 


Dr. Willard C. Rappleye, Commissioner of Hos- 
pitals of New York City, was chairman, and the 
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dedicatory addresses were delivered by Hon. 
George U. Harvey, president of Borough of 
Queens; Hon. Irving V. A. Huie, commissioner of 
public works of New York City; Dr. Richard H. 
Bennett, president of Medical Board; Dr. S. S. 
Goldwater, president of Associated Hospital Serv- 
ice; and Hon. F. H. LaGuardia, Mayor of New 
York City. 





Van C. Adams Accepts Superintendency 
of Jewish Hospital, Cincinnati 


Van C. Adams has resigned as superintendent 
of the City Hospital, Springfield, Ohio, to accept 
the superintendency of the Jewish Hospital, Cin- 
cinnati, Ohio, succeeding Dr. Walter E. List, who 
died several months ago. Mr. Adams was super- 
intendent of the Springfield City Hospital for four 
years, previously having been managing super- 
intendent of the Colonial Hospital, Rochester, 
Minnesota. 


Mr. Adams is a 1935 alumnus of the Institute 
for Hospital Administrators, held each year at 
the University of Chicago, under the auspices of 
the American Hospital Association. 
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The Council on Administrative Practice 


Arranges for Two Institutes 


The First Institute on Hospital Accounting 


In response to a widespread demand on the part 
of hospitals generally for additional training in 
the nature of a refresher course in accounting as 
it relates to hospitals, the Council on Adminis- 
trative Practice of the American Hospital Asso- 
ciation announces its First Annual Institute on 
Hospital Accounting at Indiana University, Bloom- 
ington, Indiana, June 9 to 14, 1941. The Institute 
will be under the direction of Graham L. Davis, 
chairman, Council on Administrative Practice, 
who is also consultant on hospitals to the W. K. 
Kellogg Foundation, Battle Creek, Michigan. 





Morning and afternoon lectures and seminars 
by recognized experts in the particular phase of 
hospital accounting they present are followed by 
round-table conferences in the evening on ques- 
tions arising out of the lectures and seminars of 
the day and on problems in general as related to 
the various aspects of hospital accounting. The 
last evening of the Institute a dinner will be given 
by the American Hospital Association for the reg- 
istrants and faculty. 


The text used in the course will be the fourth 
edition of “Hospital Accounting and Statistics,” 
recently published by the American Hospital As- 


The Union Building, Indiana University, Bloomington 
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sociation, which contains additional chapters on 
the general principles of hospital accounting, 
accounting procedures in small hospitals, and the 
annual report, prepared for the Committee on 
Accounting and Statistics by Stanley A. Pressler, 
assistant professor of accounting at Indiana Uni- 
versity, who is Associate Director of the Institute. 


All sessions of the Institute will be held in the 
classrooms of the new School of Business at In- 
diana University, the registrants will live in a 
recently completed residence hall near the School 
of Business and a private dining room in the 
Union has been set aside for their use. 


Persons eligible for registration are men and 
women who hold, or who within recent years have 
held, the position of administrator, assistant ad- 
ministrator, business manager, accountant, book- 
keeper, or other positions having equivalent re- 
sponsibilities in any hospital located in the United 
States or Canada. A certificate of attendance, 
signed by the Director of the Institute and the 
President and Executive Secretary of the Ameri- 
can Hospital Association, will be given to each 
registrant who attends all of the sessions. 


Registration fee is $10. The charge for room 
and meals, with room and dinner available the 
evening of Sunday, June 8, is $20. 





Persons interested in registering for the In- 
stitute should communicate with Mr. Stanley A. 
Pressler, Associate Director, Institute on Hos- 
pital Accounting, Indiana University, Blooming- 
ton, Indiana, for additional details. It is planned 
to limit the registration to one hundred. 


The First Institute on Hospital Purchasing 


The First Annual Institute on Hospital Pur- 
chasing will be conducted by the Committee on 
Purchasing of the Council on Administrative 
Practice of the American. Hospital Association, 
with the cooperation of the Baltimore Hospital 
Conference and Johns Hopkins University at 
Johns Hopkins University, Baltimore, Maryland, 
June 9 through 14, 1941. 


Full information will be given at an early date. 
Registration fee will be $10, and board and room 
in dormitory will be $20 for the period of the 
Institute. 


Apply to Mr. P. J. McMillin, Secretary, Com- 
mittee. on Local Arrangements, Baltimore City 
Hospitals, Baltimore, Maryland. Registration. is 
limited to seventy-five. 





Western Medical Record Librarians 
Arrange for an Institute 


A course of instruction and review for medical 
record librarians has been arranged for western 
medical record librarians at the Fairmont Hotel, 
San Francisco, California, at the same time the 
Association of Western Hospitals hold their con- 
vention, March 3-8, 1941. 


Among those participating in the program are 
Dr. Benjamin W. Black, president of the Ameri- 
can Hospital Association and director of the Ala- 
meda County Hospitals, Oakland, California; How- 
ard Burrell, attorney of Los Angeles; Elizabeth 
Cooper, president of the Association of Medical 
Record Librarians of Southern California; Dr. 
Malcolm T. MacKachern, associate director of 
American College of Surgeons, Chicago; Dr. T. R. 
Ponton, editor of Hospital Management, Chicago; 
Sister Patricia, administrator of St. Mary’s Hos- 
pital, Duluth, Minnesota; C. J. Cummings, presi- 
dent of Association of Western Hospitals; and 
Sister Elizabeth Clare, president of Western Con- 
ference of Catholic Hospital Association, and su- 
perior of Providence Hospital, Oakland, California. 
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The Minnesota Institute 


The Fifth Annual Institute for Hospital Admin- 
istrators was opened January 27 at the Center for 
Continuation Study at the University of Minne- 
sota. This Institute was conducted by the Univer- 
sity with the Minnesota Hospital Association and 
the American College of Hospital Administrators 
cooperating. The registration was the largest in 
its history. 


The program of the Institute continued through 
February 1. Lectures, field demonstrations, panel 
discussions and round tables were scheduled each 
day of the intensive refresher course in adminis- 
tration. 


The Institute Committee was headed by Dr. 
William A. O’Brien, director of Postgraduate Med- 
ical Education at Minnesota, with Gerhard Hart- 
man, executive secretary of the American College 
of Hospital Administrators, Sister Mary Patricia 
of Duluth, Dr. A. F. Branton of Willmar, Esther 
Wolfe, superintendent of St. Andrews Hospital, 
Minneapolis, and Rev. Leonard B. Benson, super- 
intendent of Bethesda Hospital, St. Paul, as 
members. 








Price Trend of Hospital Commodities 


McGill Commodity Service, Inc., Auburndale, Massachusetts 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


Tex Federal Reserve Index of Industrial Pro- © 


duction for the month of December is esti- 

mated at an all-time high of 136, bringing the 
average for the year 1940 to 122. This compares 
with an average of 108 in 1939, 113 in 1937, and 
110 in 1929. The rapidly expanding rate of in- 
dustrial activity chronicled since last summer 
cannot possibly continue at an unabated rate. 
Many of our most important industries are oper- 
ating close to capacity, and it requires consider- 
able time to stimulate new capacity. We estimate 
that industrial activity for the calendar year 
1941 will average around 136, which will repre- 
sent more than a 10 per cent increase over 1940. 
To clients who are interested in statistical com- 
parisons the following represent our estimates in 
regard to major economic forces for 1941 as com- 
pared with 1940 and 1939: 


Per Cent 


Increase 
Over 
1939 1940 1941 1940 
Production (Federal Re- 
BOPVO SPNCK): 6.0.0 vicairic-s's 108 122 136 0 =612 
National Income Produced 
(million dollars) ....... 69,378 76,000 86,000 13 
Building Contracts (million 
POMBTED. 25 54sa.ceesee ae 3,551 3,880 4,300 11 
Farm Income (million dol- 
ee eee 8,518 9,000 9,600 7 
Retail Trade (Index)..... 89 94 106 §=18 
Steel Production (per cent 
OF CADRCIUY)) 0.55 6.0 0:8 0-000 64.7 82.2 OL 41 
Shoe Production (million 
WEDD: Sebastes es Siete co 424.1 400 440 10 
Coal Production (thousand 
OEP cp iccceccslecuwae 389,140 456,000 480,000 5 
Freight Car Orders....... 55,915 60,000 80,000 33 
Electric Power (billion 
MMW RED) aivse gence voi ainisss we 125.6 1387.9 149.2 8 


When violent price changes occur, with some 
commodities rising more sharply than others, 
serious maladjustments automatically take place. 
Producers of commodities which go up benefit, 
while producers of commodities which go down 
are in a vulnerable position as purchasing power 
is impaired. Only during periods of warfare have 
prices in the past chronicled radical fluctuations. 
For example, during the Napoleonic, Civil, and 
World wars prices approximately doubled. Be- 
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cause economic history has a habit of repeating 
itself, there is considerable worry today over the 
possibility of ultimate inflation, and fear is not 
without some foundation. Purchasing agents are 
well aware of the fact that huge excess bank 
reserves exist. The underlying trend of wage 
rates is upward, and there are bound to be bottle- 
necks in production. Such a combination could 
easily start the spiral of inflation to work. More- 
over, in England commodity prices since the out- 
break of the war have advanced 40 per cent, and 
the cost of living is up no less than 25 per cent. 


It is quite apparent that wild price gyrations 
would not only create difficult problems but would 
intensify the ultimate readjustment which to 
some degree is inevitable after the National De- 
fense Program is completed. Hence, the situation 
is being carefully watched with marked deter- 
mination to prevent runaway tendencies in com- 
modity prices. A strenuous effort will be made to 
avoid the commodity price pitfalls which were so 
outstanding during and after World War I. Right 
now steel is perhaps the most important of all 
commodities. Recently, the National Defense 
Commission announced that steel scrap prices 
were too high, and unless the price was cut to 
around the $20-per-ton level, a policy of price 
fixing would be inaugurated. This is an isolated 
case, but typifies what may be generally adopted 
later on. Fundamentally, the level of commodity 
prices in general is basically low. We base this 
statement on the premise that it costs something 
to produce, process, and transport commodities, 
and current profit margins are far from exorbi- 
tant. The way matters now stand, industrial 
activity is headed toward new peaks for 1941. The 
underlying trend of labor costs is inescapably up- 
ward. Supply-to-demand ratios of basic com- 
modities are now the strongest in more than ten 
years. 


In the final analysis, there is still considerable 
room for higher price levels without government 
intervention. The situation demands a protective 
inventory program, and we again stress the im- 
portance of having supplies on hand when needed. 
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Reserves of most basic commodities on assured 
commitments for at least a six-month period 
ahead are basically sound. Moreover, the in- 
vestigation of new sources of supply now will un- 
questionably pay good dividends before the end 
of 1941. Finally, the field of substitution offers 
outstanding opportunities which should not be 
overlooked. 


All Commodities — 


The underlying trend of commodity prices in 
general has moved slowly yet steadily upward in 
recent months. The latest index figure stands at 
75.3 as against 73.5 a year ago. It is of interest 
to note that four years ago in January, 1937, the 
index stood at 81.7. In other words, there is still 
some distance to go before prices equal the high 
points prevailing in 1937. As previously stated, 
in view of record-breaking industrial activity and 
rising producing costs, there is hardly any alterna- 
tive other than higher prices for basic commodi- 
ties in general as 1941 progresses. 


Drugs and Chemicals 


The price trend continued the practically un- 
interrupted decline which has predominated over 
a period of months. Again, the principal change 
was noted in quicksilver. Latest data show that 
while aggregate producing capacity of quicksilver 
is adequate, still a moderate drop in production 
was recently chronicled which resulted in some 
. decrease in the available supply. Domestic de- 
mand is destined to expand in keeping with eco- 
nomic betterment, and unquestionably greater 
supplies will be shipped to Britain. The magni- 
tude of the price readjustment downward has 
reached proportions which now tend to discount 
much of the bearish influence. 


Paper Products 


Price lists in general have held steady in recent 
weeks, and no fireworks are contemplated during 
the near term. However, stabilization of pulp 


prices, expanding demand for paper products in 
general which will necessitate a speeding up of 
production schedules, and unprecedented indus- 
trial activity, reflecting the national defense pro- 
gram will tend to support a firm paper market 
throughout the year. Frankly, the statistical 
position during the near-term months promises to 
improve sufficiently to warrant some price 
strength by the third quarter of the year. 


Cotton Goods 


Raw cotton prices have reached the highest 
ground in almost six months. It is definitely 
known that the available supply is more than 
adequate to take care of our reduced volume of 
exports plus a rate of domestic consumption of 
about 8,500,000 bales during the present season 
which will represent a new all-time record. The 
important point is that under the loan 2,500,000 
bales of the current crop have entered govern- 
ment hands, and hence the supply of “free” cot- 
ton will not be exorbitant. This will prove a factor 
in maintaining a firm price structure for some 
months to come. Cotton goods prices have ad- 
vanced in a fairly sizable manner since last spring, 
and in view of the heavy backlog of unfilled 
orders now on the books of mills, it seems un- 
likely that prices will turn downward during the 
immediate future. Nevertheless, as time goes on 
manufacturers’ sales will gradually lag behind 
production which by the closing half of the year 
may necessitate not only a let-down in production, 
but moderate revisions downward in price lists. 
The situations may be summarized in the state- 
ment that the price advance goes far toward dis- 
counting bullish forces. 


Fuels 


Higher price levels reflect seasonal character- 
istics. Heavy demand for Bunker “C” in the 
Eastern area has eliminated concessions below the 
posted price. Heating oil quotations have also 
advanced which is customary at this period of 
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the year. Despite the attitude of the National 
Defense Commission. to hold prices down, a firm- 
to-higher price structure for all types of heating 
oils is indicated during the balance of the winter 


period. Latest statistics show that stocks of 
residual fuel oil at the turn of the year were 
around 102,600,000 barrels as against 106,000,000 
a year earlier. In view of problems surrounding 
prompt and adequate deliveries, it is generally 
advisable to maintain a protective purchasing 
policy. As regards bituminous, the supply is ade- 
quate and a large producing capacity still exists 
in the background. Minimum prices will be main- 
tained and there is a definite possibility of higher 
producing costs under the pressure of advancing 
wage rates. While supplies of coal held by in- 
dustrial consumers are materially above the aver- 
age of recent years, yet as a high rate of consump- 
tion will continue for an indefinite period, demand 
will not be subject to any important seasonal 
let-down. 


Groceries 


The Index chronicled a sizable increase during 
the past month under the leadership of higher 
prices for coffee, corn oil, cottonseed oil, flour, 
lard and rice. Fundamentally, no basic change 
has taken place in the supply-to-demand ratio. 
Aggregate reserves of foodstuffs in general re- 
main burdensome in terms of indicated consump- 
tion. However, prices have held on a depressed 
basis and last month we pointed out that the 
underlying trend would unquestionably move up- 
ward as 1941 progresses. There is, of course, a 
limit as to the magnitude of the upswing, but it 
stands to reason that reflecting broadening em- 
ployment and purchasing power, prices of agri- 
cultural products as a whole will be subject to 
some strength. 


Meats 


This important group moved upward in a rela- 
tively sharp manner and a check-up reveals higher 
price levels for beef and lamb, whereas pork prices 
were fractionally lower than a month ago. Sup- 
plies of livestock on the farms are fully adequate, 
but in the case of cattle the production cycle is 
still expanding and hence actual slaughter for 
1941 will only be about comparable with the 
volume noted in 1940. Meanwhile, producing costs 
are expanding and this is an important factor in 


creating higher prices for finished beef. A 14 per 
cent reduction in hog farrowings is indicated 
during the first half year, as compared with 1940. 
For some time an unfavorable corn-hog ratio has 
prevailed which of course has adversely affected 
profit margins. While slaughter will hold on a 
higher plane through the first half of the year, 
there can hardly be any escape from a rather pro- 
nounced contraction when the end of the hog year 
is reached, which is October 1. 


Dairy Products 


A siege of intexmittent mild weather in certain 
sections of the country adversely affected the 
price trend of dairy products. The fresh egg 
market registered more or less of a nose-dive, and 
butter prices dropped in a broad manner. This 
setback is of a temporary nature. Now that 
colder weather is in evidence production will 
diminish and pave the way for a renewal of a 
price strength. Prices will tend to hold on a fairly 
high plane for at least six weeks longer. As 
regards butter, cold storage holdings are below 
the average of recent years. Meanwhile, greater 
consumer demand reflecting expanding employ- 
ment and purchasing power represent a nucleus 
which supports a fairly strong price trend during 
the balance of the winter period. Overextension 
in buying should be avoided because three months 
hence the market, due to seasonal characteristics, 
will be under severe pressure. 


Miscellaneous 


The potato market is low enough to warrant 
purchases for at least two or three months ahead. 
Oranges are sharply lower along seasonal lines, 
and further weakness could easily materialize over 
the next few months. The price list for canned 
vegetables and canned fruits are being firmly 
maintained, and any subsequent revisions tend to 
favor the up side. 


In summary, in view of the mammoth tidal 
wave of government expenditures for national 
defense, record breaking levels for industrial 
activity, new peaks ahead for employment and 
purchasing power, and gradually yet steadily ris- 
ing producing costs, clearly indicate a 5 to 10 per 
cent increase in commodity prices in general by 
the end of 1941. 





Abington Memorial Hospital Receives Gift of New Carillon 


The Abington Memorial Hospital, Abington, 
Pennsylvania, installed a new carillon on Decem- 
ber 23. The carillon, a gift of Mrs. George F. 
Tyler to the hospital and to the community in 
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memory of her granddaughter, is of the Liberty 
design, representing the very latest development 
in this type of music. Abington Hospital is the 
first hospital in the world to install a carillon. 
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Charitable Institution Not Liable for Injury 
to Beneficiary of Charity 


Burgie Vv. Muench, et al., 65 Oh. App. 176, 29 
N. E. 2d 489 


This was an action against a charitable in- 
stitution, a church, for injuries brought about 
by a fall in the basement of the church building. 
A suit was brought against the trustees of the 
religious society which was unincorporated. The 
trial court entered a judgment for the defend- 
ant, and that judgment was affirmed on this 
appeal. 


The court decided that the judgment had been 
properly affirmed because of the holding of 
previous cases involving charitable hospitals and 
in its opinion the court said, at page 440: 


“It is undisputed that the church is oper- 
ated as a charitable institution, not for profit. 
Under the law of Ohio, if plaintiff was a bene- 
ficiary of the charity she can not recover 
from the charitable trust for the damages 
resulting from the negligence of its agents 
or servants, it not being pleaded or proven 
that there was negligence on the part of the 
church in the selection or employment of its 
agents or servants.” 


The court then considered whether the plaintiff 
should be considered a beneficiary of the charity 
and upon the evidence, came to the conclusion that 
inasmuch as the plaintiff was, on the day in ques- 
tion, sharing in the church exercises, she should 
be considered as a beneficiary rather than a 
stranger to the charity. It therefore followed that 
the defendant could not be held liable. 


The accident in this case had been caused by 
faulty illumination of the place where the plain- 
tiff fell. At the time she was attempting to find 
the ladies rest room, and as a result of the dark- 
ness she fell down some steps. This case, then, 
presents a type of risk which is common. to all 
buildings, and it is a risk which may be adequately 
safeguarded by the maintenance of proper illumi- 
nation in and near such places as rest rooms, 
entrances to basements, and other rooms which, 
in the absence of proper illumination present 
actual pitfalls to people coming on such premises. 
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Recent Legal Decisions Important to Hospitals 


Court Upholds Hospital in Right to Decide Eligi- 
bility of Physicians to Practice in Hospital 


Richardson V. City of Miami, et al. (Fla. 198 So. 
51) 


This was a suit by an osteopath against the 
city, and certain others, to restrain the Board 
of Trustees of the Jackson Memorial Hospital, 
from preventing the plaintiff from entering the 
hospital to treat a maternity case. The court 
entered a decree dismissing the plaintiff’s com- 
plaint, and upon this appeal the order dismissing 
that complaint was affirmed. 


Several cases similar to this one have been 
commented upon in this Journal. It is thought 
that reference to those cases at the outset may 
prove to be of benefit in view of the decision of 
the Florida court. Questions of this kind have 
arisen in Illinois (People v. Burnham Hospital, 
71 Ill. App. 246), in Wisconsin (State v. LaCrosse 
Lutheran Hospital Association, 181 Wis. 33), and 
in Texas (Harris v. Thomas, 217 So.W. 1068). It 
will be recalled that in those cases the complain- 
ants were denied the right to practice in the 
hospitals because they had not complied with the 
rules of the hospital. The Florida court cites 
some of those cases and also cites another case 
which was commented upon in. this Journal, New- 
ton v. Board of County Commissioners, 86 Colo. 
448. 


Because of the importance of cases of this kind, 
it is thought that an extended comment upon the 
facts will be of benefit because each of these cases 
must necessarily stand upon its individual fact 
situation although the legal principles applicable 
to those situations are the same. The plaintiff 
alleged that he was an osteopathic physician hav- 
ing completed a four-year course in an accredited 
school. It does not appear what school or when 
the plaintiff completed his credits. The com- 
plaint then alleges that he was qualified to prac- 
tice osteopathy and that he had the necessary 
licenses from the city and State to qualify him 
for the practice. It was further alleged that a 
patient in the hospital had employed the plaintiff 
to treat her during her confinement and that with- 
in a short time this patient would give birth to a 
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child, and that she had need of his professional 
services. So much for the plaintiff’s complaint. 


It appeared that the Board of Trustees of the 
hospital had adopted certain rules and regulations 
for the administration of the hospital which were 
passed by the Board. Among those regulations 
was the requirement that the hospital should 
always keep a certain standard which was to 
conform with the minimum standards of the 
American College of Surgeons with respect to the 
qualifications of the staff and the physicians who 
were permitted to practice in the hospital. It was 
resolved that those medical men should be grad- 
uates of Class A medical schools and that they 
should have a degree of M.D. It was also required 
that those men should be eligible for membership 
in the local county medical society and that all 
other practitioners “of any form of medicine ex- 
cept that as outlined above “were to be excluded 
from practicing medicine in the hospital. Another 
requirement regarding eligibility of physicians to 
practice in the hospital was that requirement that 
the medical man, should be a graduate of a Class 
A medical school and that he should be licensed to 
practice in the State of Florida by its Board of 
Medical Examiners. The quarrel that plaintiff 
had with these regulations, according to his com- 
plaint, was that they were unreasonable because 
they deprived him of the right to practice his 
profession and because the regulations deprived 
him of his liberty without due process of law, 
forbidding to him the equal protection of the laws. 
It was also asserted that the regulations were 
unreasonable and discriminatory in that they ex- 
cluded plaintiff, who was an osteopath, and per- 
mitted allopathic physicians to treat cases in the 
hospital. Thus, the plaintiff sought to compel the 
city, which supported the hospital, to permit him 
to practice. He also sought to perpetually re- 
strain the hospital from enforcing its own by- 
laws. 


So, the question for decision by the court was 
whether an osteopath could be excluded from 
practicing in a municipally owned hospital. 


The court quoted at length from some of the 
cases which have been referred to and it appeared 
to place great weight on the Colorado decision 
where another osteopath had been prevented from 
practicing in a county institution in Colorado. In. 
that decision it was pointed out that no physician 
has the absolute right to practice his profession 
in any hospital. The plaintiff urged principally 
that because the laws of Florida had created the 
licensing of osteopathic physicians, and had 
authorized the practice of osteopathy, and that 
because that law had given the osteopaths the 
right to practice in all public institutions in 
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Florida, he therefore, had the right to practice ir 
the particular hospital. The Florida court con- 
strued the laws of Florida relating to osteopathic 
physicians and came to the conclusion that it wa: 
not the intention of legislature to grant to osteo. 
paths as a matter of right, unqualified privilege: 
of practicing in municipal hospitals. 


This case is unique in that the bill of complaint 
failed to set forth any facts which would show 
that the plaintiff, by reason of his training in 
osteopathy would be qualified to act either as an 
obstetrician or gynecologist. It was also unique 
in that it failed to allege any facts which would 
show that the plaintiff personally was qualified to 
deliver a woman of achild. A third feature which 
compels the conclusion that the plaintiff was pos- 
sessed of considerable effrontery is the fact that 
from all that was alleged, he had the determina- 
tion to insist upon the right to enter a hospital 
to treat surgically a patient whose case, for all 
that appears from the complaint, was not one 
calling for the services of an osteopath but rather 
for the services of a medical man qualified in the 
practice of obstetrics and gynecology. 


As a matter of sound public policy, the decision 
of the Florida court is to be applauded. It is 
fortunate for all hospitals that the courts have 
uniformly taken the position that no practitioner, 
whether he be osteopath, surgeon, physician, or 
whether he be known, by any other name, could, 
as a matter of right, come into a hospital to 
practice his profession without first demonstrat- 
ing to the superintendent of the hospital that he 
possessed the qualifications set up by the by-laws 
of the hospital. 


It would lead to untold difficulties if the courts 
were to hold that any practitioner could enter a 
hospital and there treat a patient. The vicious- 
ness of such a holding is patent. It would lead 
to the undoing of all progress heretofore made in 
medical education and it would completely destroy 
the hospital program of this country with regard 
to the institution and construction of standards 
of minimum care, treatment, and qualifications as 
outlined by the American College of Surgeons. It 
would be a sorry day indeed when a court of any 
state could take an attitude contrary to the one 
expressed by the Florida court. It is to be hoped 
that in the future cases of this kind will be dis- 
posed of according to the principles of law an- 
nounced in the decision under discussion. 


With respect to the problem generally, it has 
been uniformly held that no person has the right 
to practice in any hospital unless he can comply 
with the requirements of the hospital. The courts 
have restricted the general rule by a further 
qualification to the effect that the requirements 
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must not be unreasonable, discriminatory, nor 
arbitrary. As long as the hospital enacts resolu- 
tions of the kind noticed in the case under dis- 
cussion, those requirements will be considered 
reasonable. If the hospital is to exclude a prac- 
titioner it must act in good faith, and it must 
have legal grounds for excluding him. 


a 


Charitable Institution Liable for Injury 
to Visitor 


Heckman V. Sisters of Charity, (Wash. 106 P. 2d 
593) 


The action was by husband and wife against a 
charitable institution, which operated a hospital, 
to recover damages for personal injuries sustained 
by the wife when she fell on a sidewalk leading 
to the entrance of the hospital. A judgment in 
favor of the plaintiffs was affirmed. 


It appeared that the plaintiff had been invited 
to attend a capping ceremony conducted by the 
hospital for its nurses. The plaintiff did not know 
where the ceremony was to be held and entered 
the hospital grounds walking upon a sidewalk on. 
which there was a difference in elevation which 
was not readily noticeable. This difference in 
elevation was what caused the plaintiff to fall. It 
appeared also that the point at which the plaintiff 
fell was ordinarily illuminated by a lamp con- 
sisting of four fifty-watt bulbs, but on. the occa- 
sion in question, the light was not working. 


The defendant urged that because of the fact 
that the plaintiff had accepted an invitation by a 
student nurse, who was a beneficiary of the 
charity, therefore, the plaintiff likewise became a 
beneficiary and could not recover except upon a 
showing that the defendant had been guilty of 
negligence in selecting or in retaining in its em- 
ploy the person or persons responsible for the 
maintenance of the sidewalk. The court said: 


“We can not follow appellants argument 
on this phase of the case. We are not in- 
clined to extend the doctrine that a paying 
patient in the hospital maintained by chari- 
table organizations may recover for injuries 
only if the hospital were guilty of negligence 
in the selection or retention of one of its staff 
or employees. Respondent was neither seek- 
ing nor receiving any benefit which could be 
classed as charitable.” 


It was next urged by the defendant that in 
reality the plaintiff was not within the legal 
classification of an invitee, but that she was a 
licensee, and that the defendant, therefore, owed 
her no duty other than to warn her of any traps 
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or pitfalls on the premises. The court did not 
listen to that argument holding that the plaintiff 
was to be considered as an invitee, having legiti- 
mate business on the premises of the defendant, 
and that, therefore, the defendant owed her the 
duty of reasonable care to avoid injuring her. It 
was finally urged by the defendant that even if 
the plaintiff be considered an invitee, then by 
entering the premises in a place to which she had 
not been expressly invited, she exceeded the scope 
of the invitation, and that therefore, the defend- 
ant owed her no duty. On this point the court 
held that the plaintiff was not informed as to 
where the ceremonies were to be held on the 
premises, and that the invitation being a general 
one was to be construed as applying to all of the 
premises of the defendant. 


Generally, it has been held that strangers to 
the charity can recover from the defendant in 
cases of this kind. Thus, the charitable institu- 
tion can not succeed in its defense merely by 
pleading that it is a charitable institution and by 
asking the court to exempt it from liability. In 
these cases the defense of the charity must be 
made upon the merits of the case, and if the jury 
decides upon all of the evidence that the defendant 
has been guilty of negligence, then its liability 
follows as a matter of course, and it must pay 
any judgment recovered by a plaintiff out of its 
funds. 


Cases of this kind present a reason for the 
procurement of suitable insurance, preferably of 
a comprehensive nature. Complete coverage is 
desirable for the reason that it is never certain 
how long the law of a state will continue to favor 
the rule of exemption for charitable institutions. 
True enough, the charitable hospital or institu- 
tion may be liable in. a case of this kind and not 
liable in another case, presenting slightly differ- 
ent facts. But, the factual situations which pro- 
duce litigation are never entirely under the control 
of the hospital; therefore, rather than assume 
the risk, or the hope that an accident will not 
happen which will result in liability, the chari- 
table hospital should obtain. insurance in such an 
amount as to protect its property and its funds 
from the possibility of payment of an award of 
damages. 


In this case, the verdict of the jury was in 
the amount of $2500, which is a sizable sum. 
Twenty-five hundred dollars in. the budget of any 
charitable hospital or any other hospital is a con- 
siderable sum, and varying with the degree of 
injury, the period of disability, the loss of time, 
and the medical expenses of the injured person, 
the award of damages may be well in excess of 
$2500. 





Hospital Service Plan News 


Prepared by the Commission on Hospital Service and the 
Council on Hospital Service Plans 


by the Commission on Hospital Service of 

the American Hospital Association reported a 
total increase of membership of 1,738,000 for the 
year 1940. Approximately 770,000 participants 
were added during the first six months, and 
970,000 during the last six months. Almost all of 
the increased membership was concentrated, as in 
previous years, in the eastern states and the in- 
dustrial centers of the midwest. 

Of the net increase of over 1,700,000 subscrib- 
ers for the year 1940, approximately 1,250,000 
were accounted for by the following plans, each 
of which reported 20,000 or more new subscrib- 
ers: Denver, Colorado, 27,000; New Haven, Con- 
necticut, 53,000; Chicago, Illinois, 59,000; Rock- 
ford, Illinois, 20,000; Baltimore, Maryland, 25,- 
000; Boston, Massachusetts, 39,000; Detroit, 
Michigan, 256,000; St. Paul, Minnesota, 72,000; 
St. Louis, Missouri, 54,000; Newark, New Jersey, 
62,000; Buffalo, New York, 50,000; Rochester, 
New York, 23,000; Cincinnati, Ohio, 80,000; Cleve- 
land, Ohio, 131,000; Toledo, Ohio, 32,000; Youngs- 
town, Ohio, 25,000; Philadelphia, Pennsylvania, 
89,000, Pittsburgh, Pennsylvania, 130,000; and 
Providence, Rhode Island, 20,000. 

The list of approved nonprofit hospital service 
plans was increased during the past year with the 
addition of eleven plans (many of them in their 
first year of operation), including the following: 
Savannah, Georgia, 6,587; Des Moines, Iowa, 17,- 
181; Chapel Hill, North Carolina, 137,861; Fargo, 
North Dakota, 8,795; Portsmouth, Ohio, 5,422; 
Tulsa, Oklahoma, 10,269; Lynchburgh, Virginia, 
2,713; Newport News, Virginia, 8,028; Roanoke, 
Virginia, 4,669; Huntington, West Virginia, 11,- 
163; and Milwaukee, Wisconsin, 28,525. 

The following plans, listed alphabetically by 
states, are organized as nonprofit corporations 
through which service to subscribers is provided 
by contracts with member-hospitals. 

The American Hospital Association exercises no 
legal control over the various plans, and does not 
issue this list as a guarantee of performance. 


Total Enrollment 
January 1, 1941 


T» nonprofit hospital service plans approved 


Location and Name of Plan 


Alabama 
Hospital Service Corporation of Alabama, Birm- 
ingham, (state-wide) 
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Total Enrollment 
Location and Name of Plan January 1, 1941 
California 
Associated Hospital Service of Southern Califor- 
nia, Los Angeles 29,438 
Hospital Service of California, Oakland 39,178 
Intercoast Hospitalization Insurance Association, 
Sacramento 19,616 


Manitoba (Canada) 
Manitoba Hospital Service Association, Winnipeg, 
(province-wide) 36,739 
Colorado 
Colorado Hospital Service Association, Denver, 
(state-wide) 50,202 
Connecticut 
Connecticut Plan for Hospital Care, New Haven.. 184,418 
Hospital Service Plan, Norwalk 25,884 
Delaware 
Group Hospital Service, Wilmington (state-wide) 26,795 
District of Columbia 
Group Hospitalization, Inc., Washington, D. C. 


(entire district) *105,000 


Georgia 
United Hospital Service Association, Atlanta.... 23,326 
Hospital Service Association of Savannah 6,587 
Illinois 
Group Hospital Service of Illinois, Alton 24,016 
Plan for Hospital Care, Chicago 206,200 
Associated Hospitals of Danville 4,360 
Decatur Hospital Service Corporation 9,893 
Central Illinois Hospital Service, Peoria 17,798 
Northern Illinois Hospital Service Corporation, 
Rockford 28,295 


Hospital Service, Inc., of Iowa, Des Moines 17,181 
Kentucky 

Ashland Hospital Service Association 6,493 

Louisville Community Hospital Service, Inc 20,003 


Louisiana 
Hospital Service Association of Baton Rouge.... 8,570 
Flint-Goodridge Hospital Service Plan, New Or- 
2,789 
Hospital Service Association of New Orleans.... 56,153 


Maine 
Associated Hospital Service of Maine, Portland 
(state-wide) 22,632 
Maryland 
Associated Hospital Service of Baltimore 
Massachusetts 
Associated Hospital Service of Massachusetts, 
Boston (state-wide) 


*80,000 


260,220 
Michigan 
Michigan Hospital Service, Detroit (state-wide). 330,483 
Minnesota 
Minnesota Hospital Service Association, St. Paul 


(state-wide) 380,937 
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Missouri 
Group Hospital Service, Inc., Kansas City 
Group Hospital Service, Inc., St. Louis 
New Jersey 
Hospital Service Plan of New Jersey, Newark 
(state-wide) 


149,823 


241,770 


Associated Hospital Service of Capital District, 
Albany 55,250 
Hospital Service Corporation of Western New 
York, Buffalo 144,183 
Finger Lakes Hospital Association, Inc., Geneva. 2,636 
Chautauqua, Region Hospital Service Corporation, 
Jamestown 
Associated Hospital Service of New York, New 
York City 
Rochester Hospital Service Corporation 
Group Hospital Service, Syracuse 
Hospital Plan, Inc., Utica 
Hospital Service Corporation of Jefferson County, 
Watertown 


1,252,753 


North Carolina 
Hospital Saving Association of North Carolina, 
Inc., Chapel Hill 
Hospital Care Association, Durham 
North Dakota 
North Dakota Hospital Service Association, Fargo 
(state-wide) 


Akron Hospital Service 
Hospital Service, Inc., of Stark County, Canton. . 
Hospital Care Corporation, Cincinnati 
Cleveland Hospital Service Association 
Central Hospital Service, Columbus 
Portsmouth Hospital Service Association 
Hospital Service Association of Toledo 
Associated Hospital Service of Mahoning County, 
Youngstown 
Oklahoma 
Group Hospital Service, Inc., Tulsa (state-wide). 10,269 
Pennsylvania 
Capital Hospital Service, Harrisburg 
Asseciated Hospital Service of Philadelphia 
Hospital Service Association of Pittsburgh 
Hospital Service Association of Northeastern Penn- 
sylvania, Wilkes-Barre 19,186 
Rhode Island 
Hospital Service Corporation of Rhode Island, 
Providence (state-wide) 
Tennessee 
Holston Valley Community Hospital Plan, Kings- 


303,123 


Virginia 
Piedmont Hospital Service Association, Lynchburg 2,713 
Virginia Peninsula Hospital Service Association, 

Newport News 
Tidewater Hospital Service Association, Norfolk.. 21,412 
Richmond Hospital Service Association 
Hospital Service Association of Roanoke 
West Virginia 

Huntington Hospital Service, Inc 

Wisconsin 
Associated Hospital Service, Inc., Milwaukee 


(state-wide) *28,525 


6,149,222 


*Estimated Enroliment 
**December 1, 1940, Enrollment 


February, 1941 


The following plans do not provide the same 
coverage to dependents as to employed sub- 
scribers: New Haven, Alton, Des Moines, St. 
Louis, Kansas City and Harrisburg require de- 
pendents to pay $1.00 for each day of care; Utica 
requires them to pay $2.00 per day of care on a 
semi-private room contract, and $1.00 per day on 
the ward contract; Flint-Goodridge, Manitoba, 
Minnesota and North Dakota allow dependents 
half-coverage; Kingsport allows them one-third 
coverage; Rochester, New York, allows the sub- 
scriber and first dependent full coverage (except 
for maternity), and the other members of the 
family are required to pay $2.00 for each day of 
care; New Orleans requires dependents to pay 
$2.50 per day on a private room contract and 
$1.00 per day on a semi-private room contract. 


Expansion 


Last month a tabulation of the member hospi- 
tals in the sixty-six approved plans revealed 1900 
institutions with an estimated bed capacity of 
210,000. A further tabulation reveals that the 
number of member hospitals exceeded 1950 on 
Janaury 1, 1941, with a bed capacity of approxi- 
mately 225,000, of which 185,000 are in 1,500 vol- 
untary hospitals, 15,000 in 300 proprietary hos- 
pitals, and 25,000 in 150 government hospitals. 
More than three-fourths of the bed capacity in 
voluntary hospitals for acute illnesses are in in- 
stitutions cooperating with nonprofit hospital 
service plans. The bed capacity of the voluntary 
hospitals among member institutions is approxi- 
mately 125 beds per institution as compared with 
approximately 110 beds per hospital in this same 
type of institution throughout the entire country. 


New Orleans Conference 


The Mid-Winter Conference of Approved Hos- 
pital Service Plans will be held in New Orleans 
on February 27-28 and March 1, 1941. The pro- 
gram is under the direction of R. F. Cahalane, 
Boston, chairman of the Program Committee, who 
is also chairman of the Committee on Public Edu- 
cation. 


The program will be centered around reports of 
activities of the general and special committees, 
of which the following are chairmen: Accounting 
and Office Practice, Sherman D. Meech, Rochester, 
New York; Hospital and Medical Relations, Dr. 
Paul Keller, New York City; Insurance Company 
Activities, Robert M. Cunningham, Jr., Chicago; 
Low-Cost Plans, Thomas S. Gates, Jr., Philadel- 
phia; Medium-Sized Hospital Service Plans, Clem- 
ent W. Hunt, Harrisburg, Pennsylvania; National 
Accounts and Uniform Contracts, Arthur M. 
Calvin, St. Paul, Minnesota; Rural Development, 
Ray F. McCarthy, St. Louis, Missouri; Special 
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Committee on Organization, John R. Mannix, De- 
troit, Michigan; Statistics, J. Douglas Colman, 
Baltimore, Maryland. 


A special character of the program will be the 
extensive use of round table and panel discus- 
sions. Two sessions will be devoted exclusively to 
the problems of hospital service plans with 25,000 
or less subscriber-contracts. The Conference will 
close with a dinner at “Antoine’s” on Saturday 
evening, March 1, under the direction of Edward 
Groner, chairman of the Committee on Local 
Arrangements. 


The Conference is of special interest to the 
administrators, employees and board members of 
hospital service plans, but attendance at general 
sessions will be open to the following: superin- 
tendents and trustees of participating hospitals; 
representatives of bona fide nonprofit hospital 
service plans in the initial stages of organization; 
representatives of medical service plans coordi- 
nated with approved hospital service plans. 


Medical Comment 


“Doctors in Denver, Colorado Springs and 
Pueblo—particularly in Denver where the (Colo- 
rado Hospital Service) Plan had its beginning— 
have had ample opportunity to observe benefits 
accruing to society from this nonprofit prepay- 
ment hospital service plan. Initiated two years 
ago by the Denver Council of Hospitals upon the 
suggestion of The Denver County Medical Society, 
The Blue Cross was at first regarded as an ex- 
periment by doctors and hospitals alike. The 
swiftness of its growth and its unquestioned popu- 
larity, with 50,000 persons now included in its 
membership, leave no doubt that The Blue Cross 
is now and will continue to be a potent factor in 
care and treatment of the seriously ill.” 


The foregoing paragraph is quoted from an edi- 
torial in the January, 1941, issue of the Rocky 
Mountain Medical Journal. 


News From Approved Plans 


The residents of Rochester, New York, recently 
faced a possible typhoid epidemic from a tem- 
porary, but widely publicized, water pollution. 
The Health Bureau reported approximately twenty 
admissions to the hospitals for minor stomach 
disorders, of which fifteen were subscribers to the 
Rochester Hospital Service Corporation. 


This experience demonstrates that epidemics 
of contagious or infectious conditions may create 
a greater problem for public health than for hos- 
pitalization. Costs of hospitalization during a 
year are influenced less by seasonal fluctuations 
and epidemics than by the tendency for sub- 
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scribers generally to use more hospitalization 
This tendency is one which is now recognized anc 
studied by the administrators of hospital service 
plans. 

* * * 

Subscribers to nonprofit hospital service plans 
have been collecting benefits in faraway places. 
The Central Illinois Hospital Service Association, 
Peoria, recently served a subscriber hospitalized 
in New South Wales, Australia. 


Group Hospital Service of St. Louis recently 
paid a bill for a subscriber in Paris, France; an- 
other for a subscriber in the Canal Zone. 

* * * 


“Mr. Everyman Speaks” is the new radio fea- 
ture sponsored by the Associated Hospital Service 
of Philadelphia which is heard every Sunday 
afternoon from 12:45 to 1:00 over Station WCAU. 
The time is donated by the station. 


* ok %* 


Payments to hospitals for services rendered 
subscribers of Michigan Hospital Service have 
passed the million-dollar mark as of December 31, 
1940. Director John R. Mannix reported an en- 
rollment of 83,574 subscribers for the last three 
months of 1940, giving Michigan Hospital Service 
a total enrollment of 330,483 at the end of its 
twenty-first month. 


* * * 


A “Blue-Cross” emblem in button or clasp-pin 
style has been designed by Hospital Service Cor- 
poration of Rhode Island. These pins, which are 
blue and white enamel on Roman Gold Plate, have 
been secured by approved nonprofit hospital ser- 
vice plans through Stanley Saunders, executive 
director of Hospital Service Corporation. 


* * 


Abraham Oseroff, vice-president of Hospital 
Service Association of Pittsburgh, announced that 
more than 40,000 persons have been hospitalized 
during the three years of the plan’s activity, 1938 
to 1940, with a total of 303,123 persons protected 
against future hospital bills as of January 1, 1941, 
three years after the organization of the Plan. 


* * * 
New Participating Hospitals 
Minnesota Hospital Service Association: Litch- 
field Hospital, Litchfield, Minnesota. 


Associated Hospital Service of Maine: Russell 
Private Hospital, Brewer; Mayo Memorial Hos- 
pital, Dover-Foxcroft. 


Michigan Hospital Service: Thomas Huizinga 
Memorial Hospital of Zeeland; Hillsdale Com- 
munity Center of Hillsdale; Mellus Hospital of 
Brighton. 
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Hospital Care Corporation, Cincinnati: Piqua 
Memorial Hospital, Piqua, Ohio. 


Associated Hospital Service of Philadelphia: 
Doctors Hospital. 


Expanded Benefits 


Louisville Community Hospital Service, D. Lane 
Tynes, executive director, recently made the fol- 
lowing change in their contract: 


“Each person covered under the plan, 
whether subscriber or dependent, will be en- 
titled to thirty-one (31) days care per con- 
tract year in the second year of membership 
and thereafter, provided benefits have not 
been received under the Plan by such sub- 
scriber or dependent in the preceding contract 
year. In the event care has been received in 
the preceding contract year, the allowance is 
the usual twenty-one (21) days.” 


* * * 


An extension of services has been announced 
by Hospital Care Corporation, Cincinnati, whereby 
an unmarried subscriber may enroll his depend- 
ents under a family contract, including his parents 
and unmarried sisters and brothers under the age 
of 19, provided all live under the same roof, and 
are solely dependent upon the subscriber for sup- 
port. 


Recent Speeches 


Leon Wheeler, executive director of Associated 
Hospital Service, Inc., of Wisconsin, addressed the 
second regional meeting of the Wisconsin Hos- 
pital Association on December 18, 1940. 


Abraham Oseroff, vice-president and secretary 
of Hospital Service Association of Pittsburgh, ad- 
dressed the First Pennsylvania Health Institute 
held in Harrisburg January 8 to 10, 1941. 


Paul F. Bourscheidt, executive director of Cen- 
tral Illinois Hospital Service Association, spoke 
before the Spring Valley Rotary Club on Decem- 
ber 16, 1940. 


Personnel 


Dr. Jerome Zeigler has been added to the staff 
of Hospital Care Corporation, Cincinnati, as Medi- 
cal Referee to supervise admissions and to main- 
tain contacts with physicians attending hos- 
pitalized subscribers. 


Guy W. Spring has been added to the staff as 
enrollment secretary of outlying districts. Mr. 
Spring, former manager of the foreign trade de- 
partment of the Cincinnati Chamber of Com- 
merce, will also handle special promotional work. 
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Annual Meeting of Subscriber’s Council 


The first annual meeting of the Subscriber’s 
Council of Hospital Care Corporation, Cincinnati, 
was addressed by C. Rufus Rorem on January 28, 
1941. This Council is composed of all group 
leaders, numbering about 750, from which will be 
selected an Executive Committee of about 50, the 
Chairman of which will be elected to the Board 
of Trustees, thus giving the subscribers a seat on 
the governing body of the Plan. 


Annual Reports 


The First Annual Report of the North Dakota 
Hospital Service Association, which has recently 
been issued, shows that every fifth person in 
Fargo, the headquarter city of the Plan, has been 
enrolled during the first nine months of the Plan’s 
operation, and approximately every tenth person 
in Grand Forks during the Plan’s one month ac- 
tivity in that area. 

* * SS 

During the year 1940, $220,000 for more than 
38,000 patient days care were paid to hospitals, 
states the Third Annual Report of the Associated 
Hospital Service, Inc., Youngstown, Ohio, bring- 
ing the total payments to hospitals during their 
three years’ of operation to $350,000. 


Change of Address 


Due to its growth and expansion, Tidewater 
Hospital Service Association, William R. Lowe, 
managing director, has moved to larger quarters 
at 118 East Plume Street, Norfolk, Virginia. 


Associated Hospital Service, Inc., Robert E. 
Mills, director, has moved its offices to The Realty 
Building, Youngstown, Ohio. 


The new address of Huntington Hospital Ser- 
vice, Inc., Robert J. Marsh, Secretary, is The Hines 
Building, 922 Fifth Avenue, Huntington, West 
Virginia. 

Hospitalization Plan for Students 


The hospital plan for students and faculty of 
the University of Illinois, founded in 1899, now 
includes a $3.00 one-semester membership which 
pays $3.00 per day for ward hospital care for a 
period not exceeding 30 days for any one illness. 
The protection applies to each period of hos- 
pitalization, and allows $5.00 for x-ray examina- 
tion, anesthesia, medicines, dressings, bandages, 
laboratory, operation room and ambulance service. 
Five dollar memberships provide all the features 
of the $3.00 policy and $3.00 per day for medical 
services during the period of hospitalization. 


The trusteeship and policies of the plan are 
determined by a faculty-student board consisting 
of four students and four faculty members. 
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as medical social case work or that area of 

social work which concerns itself with the 
study and treatment of the social problems asso- 
ciated with the illness of the patient. This form 
of social service is directly a part of medical study 
and care of the patient and is, therefore, closely 
associated with the physician in his treatment of 
the problem. 


T= area of social service in hospitals known 


Social Service in the Hospital as Distinct 
from Medical Social Service 


The area of social service which is to be covered 
in this discussion, describes those functions of a 
social worker in a hospital other than the medical 
social case work function. If we are to consider 
the whole scope of medical social work in hos- 
pitals, we would include the following: social ad- 
mitting, both in clinics and in hospitals; social 
clinic management or total review and total fol- 
low-up; social case work; social discharge of the 
patient at the time he leaves the hospital; teach- 
ing; and social research. 


If we consider the problems which face the in- 
dividual as he presents himself for medical care, 
either in the clinic or in the hospital, it becomes 
clear that there are at the outset problems which 
the patient may have which may play a part in 
his successful care during his hospital or clinic 
experience. These divisions of social service in 
hospitals, therefore, take into consideration an 
awareness of the social situation of the patient 
from the beginning of his care until his care is 
completed. 


The primary function of social service in hos- 
pitals is social case work and only when there is a 
social case work section does it seem wise to con- 
sider expansion of the social function into other 
semi - social and semi - administrative responsi- 
bilities. 

Social Admitting 

Some hospitals have used a social worker in 
the clinic admitting offices and also in hospital 
admitting offices to determine the eligibility of 
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patients for medical care. Social workers have 
been used in the admitting function less fre- 
quently than in the social case work area, for 
reasons which I shall attempt to explain. 


The patient as he presents himself for admis- 
sion to a clinic or hospital is an individual who 
faces medical care with various points of view 
toward this care. He may be ready to receive the 
necessary treatment; he may have sought it him- 
self; he may have been over-persuaded to come; 
he may not be convinced of the need; he may 
be fearful; he may have various prejudices to- 
ward the given institution. Whatever his back- 
ground, he has some emotional reaction to his 
clinical or hospital experience. In addition to his 
reaction to this experience, he has also a financial 
burden to meet. 


It is because of this latter problem that social 
workers have been added to admitting services, 
namely, to determine those persons whose incomes 
were such that they could not receive private med- 
ical care but needed the services of a clinic or 
hospital. In order, therefore, to protect the wise 
use of medical relief, social workers have been 
placed in admitting offices to sift those persons 
who need this service from those who can afford 
to pay for their own care. Too frequently at the 
time of admission the emotional elements in the 
hospital experience have been left out of consid- 
eration by admitting officers as a vital and im- 
portant point to recognize and to understand. 


By social admitting, therefore, is meant the 
study of the social situation of the patient in re- 
lation to his medical social needs, which study 
will disclose what the patient’s needs are for med- 
ical care, what he can afford to pay for this med- 
ical care, and what his attitudes toward medical 
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for admission. This, then, is the beginning of the 
understanding of the patient as an individual at 
the time when the hospital first makes a contact 
with him and attempts to help him to get the care 
which he needs at the rate he can pay for this 
care. The admitting officer, therefore, by a care- 
ful and adequate history of the patient and the 
members of his household determines those pa- 
tients who need clinic or hospital services and 
works out with the patient a plan for paym 2nt for 
these services which he can meet within the scope 
of his budget. The plan is understood by the 
patient and is accepted by him as a fair and prac- 
tical method of payment. 


Recognizing the Patient’s Emotional Reactions 


To the extent that his emotional reactions are 
apparent at the time of admission, these attitudes 
are recognized by the admitting officer and han- 
dled in whatever way is indicated. For example, 
the admitting officer may immediately sense the 
fact that the patient is fearful that he will not 
receive the same kind of medical or nursing care 
unless he is able to pay his hospital bill weekly 
and in advance. This fear may force the patient 
to agree to make a plan for payment for his care 
which is not only unsound from the patient’s point 
of view but also impossible to carry out and, there- 
fore, impractical from the hospital’s point of view. 
In so far as the patient presents fears or questions 
in regard to his hospital experience, the admit- 
ting officers try to answer these in order that 
the patient may proceed to the pysician in the 
clinic or on the hospital ward prepared to accept 
the care provided in an understanding and intel- 
ligent manner. 


In many hospitals where there are community 
resources for assistance for persons who cannot 
provide medical care for themselves, the social ad- 
mitting officer is equipped and skilled in using 
these resources both for the benefit of the pa- 
tient and of the hospital. 


Patient’s Income Study 


From the study of the patient’s income in re- 
lation to the total household income and expendi- 
tures, she knows how to determine what surplus 
there may be in the budget for his medical ex- 
penses and can work out with the patient a plan 
which does not handicap his health further, but 
aims to protect the necessities of life which con- 
tribute toward his well-being. The advantages to 
the patient of this procedure seem to be primarily 
that the hospital has a knowledge of the patient’s 
ability to meet his own medical costs, and in so 
far as the patient is unable to do so, that an ade- 
quate plan is worked out with the patient which 
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care seem to be at the time he presents himself 


he understands and accepts so that he does not 
continue to worry about ways of meeting this 
expense or to fear the care which he will receive 
because of his inability to meet the costs com- 
pletely. Also by this careful analysis of the pa- 
tient’s situation problems which may be seriously 
affecting the patient’s ability to carry out further 
medical care come to light and these then are 
passed on to the physician or the social case 
worker for further study and consideration during 
the time the patient is under care. This continu- 
ity of the awareness of the patient’s problems, 
in the light of his medical need, seems logically 
to start at the point of admission to the clinic or 
to the hospital wards. 





The Social Service Report on a Patient 
Aids Physician 


The physician, too, is benefited by the contribu- 
tion which the social worker in the admitting 
office makes in that the knowledge which she se- 
cures of the patient and his situation serves as 
a helpful background to the physician in his com- 
plete understanding of the patient. His care of 
the patient is made simpler and less contradictory 
by an adequate plan being made with the patient 
for his hospital bill. The community benefits 
because there is an intelligent use of community 
resources for the patient’s welfare. Community 
funds invested in the hospital are properly con- 
trolled and wisely spent for the welfare of those 
patients who by study are determined as being 
unable to pay for their own care. The social 
worker with her knowledge of the community 
serves as a coordinator of the patient’s need and 
his care in the hospital, and the community to 
which the patient is to return. 


The Admitting Officer as an Interpreter of 
the Hospital 


The admitting officer, in explaining hospital 
policies and regulations to the community, is a 
constant interpreter of the hospital and therefore 
may either serve the hospital as a help or a hin- 
drance in the area of public relations. 


In social work we are convinced that public 
monies, whether these be public relief funds or 
funds of private agencies, should be spent for thi 
welfare of those persons who by actual study are 
proved to be in need of this assistance. It seems, 
therefore, important that large amounts of money 
now being spent by hospitals for services in clinics 
and wards at less than per capita costs be care- 
fully scrutinized to make certain that this money 
is being wisely spent for the benefit of those who 
cannot provide the care for themselves. It also 
seems necessary that patients who need the serv- 
ice should receive it without stigma and from a 
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person who appreciates the patient’s point of view 
and sees his need. 


Social Service Workers Help Determine 
Eligibility for Free Care 


It is for these reasons that social admitting 
officers in some institutions have been used to 
determine eligibility for care. Few hospitals, how- 
ever, have entrusted to social admitting officers 
the decision regarding admission to hospital 
wards. In the past there was a belief that social 
workers were “lady bountifuls,” eager to distrib- 
ute this wealth to persons as they came. along 
requesting help, irrespective of their need. If this 
existed in the last century, that philosophy does 
not exist today. Social workers believe now that 
in so far as it is possible individuals should be 
encouraged to remain independent, to stand on 
their own feet, to pay for their own services, if 
this is possible without handicapping the other 
members of the family, for those necessities of 
life which are inherent in decent living and 
healthful standards. Social workers also believe 
that decisions regarding the needs of individuals 
should be based on sufficient factual study of 
those needs, so that the patient may have the 
benefit of sound thinking and analysis of the facts 
and not cursory, emotional reactions to his pre- 
dicament. We do not believe, for example, that 
it is a sound admitting procedure to give free or 
part-free care to persons in the clinic who state 
that they are unable to pay for the services of a 
private physician without determining what the 
total income is and for what purpose this patient 
needs care. There is, then, a careful evaluation 
of the total financial situation of the family in 
relation to the medical need and the probable cost 
of this care under private auspices. 


Because social workers have been involved with 
the problems of persons of low income groups 
for the past decades, they have become especially 
skillful in determining family budgets and know- 
ing what resources there are within the family 
limitations to provide for additional expenditures. 
For this reason, the costs of the probable medical 
care which the patient is going to need, including 
the probable duration of illness and the cost of 
extra charges, such as x-rays and special labora- 
tory tests, must be anticipated at the time the 
rate is determined for the patient’s care. 


Social Admitting and the Hospital Income 


Unfortunately, we have no data to prove or 
disprove whether social admitting results in 
greater or less income to the hospital and whether 
it means more free patients or fewer free patients. 
With our present attitude, however, toward the 
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desirability of having the patient, in so far as he 
can, maintain his own independence, one would 
wonder whether perhaps ways may be suggested 
by the social worker to the patient by which he 
may be able to meet his own expenses. We do 
do not know that, from the point of view of good 
medical care, a patient makes faster progress if 
he has fewer worries about the costs of his med- 
ical care. 


It is poor economy to send a patient to the hos- 
pital ward worried and harassed, constantly con- 
cerned about his hospital bill, fearful that he 
may be held up on the hospital ward for not 
having paid his account, in a hurry to leave be- 
fore the ticker on his account meter rises be- 
yond the point that he can encompass, hesitant 
for fear neighboring patients may think that he 
is not meeting his own expenses, worried lest 
the type of care be determined by the credits on 
his account, critical of certain differences between 
the service rendered to him and to other patients, 
because he thinks the difference lies in the differ- 
ence in rates which he is paying as contrasted 
with the other patient—all of these factors play 
an important part in the patient’s acceptance of 
his situation and in his convalescence. We know 
many times that the patient’s progress is retarded 
by worry and concern over these problems of hos- 
pitalization, which, if properly handled in an ad- 
mitting office, could be solved, at least in part, to 
the satisfaction of the patient. These intangible 
benefits to the patient and to the hospital result, 
we believe, in a more constructive hospital ex- 
perience for the patient, probably a lessened con- 
valescence period, and a quicker return to his 
optimum state of health. 


Plans for Home Care and New Problems 
That Arise 


Therefore, although we cannot at this time, 
because no studies have been made, prove any 
savings in dollars and cents in the use of social 
admitting officers, we can show a difference in the 
quality of service which the hospital as a whole 
renders to the patient who is carefully considered 
in making the financial arrangements for his care. 
Also, when we consider the discharge of the pa- 
tient by a social discharge officer, we again have 
a person who takes into consideration the pa- 
tient’s future plan for medical care. She makes 
certain that he understands where he is to have 
his future care, that he has an adequate plan 
made for the interim care at home, that he has 
a home to which he may go immediately from 
the hospital and that there is someone adequately 
equipped to take care of him, and that there is 
sufficient money to provide for the patient the 
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necessary requirements, not only for normal living 
but for his medical condition. This prevents re- 
tardation of the patient after he leaves the hos- 
pital, in those cases that would be affected by 
inadequate environmental standards and also les- 
sens the number of readmissions to the hospital. 
It also often makes for quicker discharges, since, 
if it is ascertained that there are problems with 
which the patient will need some assistance, the 
problem is referred earlier for case work advice. 


The admitting officer also makes arrangements 
with the patient to meet the rest of his hospital 
bill, according to a sound plan, considering the 
medical recommendations on discharge, and the 
plan for his future care. The social admitting 
officer also helps to reduce the number of patients 
who leave the hospital against advice because they 
feel they cannot afford to stay in the hospital any 
longer. 


In a good admitting service the admitting officer 
is available to the patients after their admission 
to the hospital for new problems as they arise. 
Frequently, the patient stays in the hospital 
longer than was anticipated and some new plan 
for the costs of his care will be worked out with 
the patient and his family. Sometimes the situa- 
tion within the family changes during hospitaliza- 
tion, such as the loss of a job or additional sick- 
ness in the family. No plan made at the time 
of admission should be so rigid that it cannot be 
sufficiently flexible as the situation, either med- 
ical or social, changes. 


Social Admitting and Social Discharge 


In this area, therefore, of social admitting and 
social discharge, the purpose is to consider the 
patient as an individual to understand his prob- 
lem in relation to his illness, to evaluate it in the 
light of his assets, and to work out with him a 
plan which is not only sound from the patient’s 
point of view but is sound also from the point of 
view of the hospital and the community. It would 
seem unwise, if we consider the hospital as a 
social institution primarily set up to give construc- 
tive care to sick persons, to burden them so with 
obligations which it is obvious they cannot meet, 
retarding their medical progress and their restora- 
tion to health, by having plans made for the pay- 
ment of their care which are obviously unsound 
and impractical. One wonders whether or not 
the expense and time consumed by credit depart- 
ments in following up delinquent accounts could 
not be offset by a more accurate decision, at the 
time of admission, as to the patient’s ability to 
pay. 


The quality of the service rendered at the time 
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when it is needed the most serves as a saving to 
the patient and.to the hospital as the patient pro- 
ceeds through his hospital and clinic experience. 
The social admitting officer also uses wisely the 
resources of the patient, the hospital, and com- 
munity resources, bringing them together at the 
point where the patient needs them. 


Social Clinic Management 


There is a second area of social administration 
which I will refer to but briefly, since it is not in 
use in many clinics—that is social clinic manage- 
ment. In this field a social worker is assigned 
to the clinic; her primary function is to interview 
every patient, to determine what social factors 
there are which might shed light on the patient’s 
physical problem, impede his progress, or be a 
handicap in the carrying out of his medical treat- 
ment. This information is then shared with the 
physician, who considers it when he recommends 
to the patient a plan for his care. After the pa- 
tient sees the physician, the physician and social 
worker discuss the problems together and when 
the plan for medical care is handicapped by social 
obstacles with which the patient needs assistance, 
the patient is referred to the social case worker. 
Otherwise, for the more simple problems, the pa- 
tient discusses with the clinic executive the ways 
whereby he may meet his medical problem. In 
several hospitals this function is carried out in 
part by the case worker in the clinic who has the 
responsibility of reviewing 100 per cent of certain 
diagnostic groups, such as diabetics, tuberculosis, 
syphilis, gonorrhea, illegitimate pregancies, car- 
diac disease or other diagnostic groups where the 
social component in the medical problem is so 
frequently present. 


These two functions of medical social workers 
depend for their proper functioning on the foun- 
dation of social case work and, without the pres- 
ence of social case workers, the complete value 
of social admitting and social clinic management 
is lost, for it is only when the problems can be 
studied further by the case worker, in a more 
exhaustive and analytical way, that the problems 
brought to light by the admitting officer and the 
clinic executive can be handled adequately. There- 
fore, if hospitals must limit their social service 
staff, I believe that the emphasis should first be 
placed on an adequate case work staff and then 
expand to include social admitting. Many times 
an inadequate admitting system places additional 
handicaps on a case work department. Social ad- 
mitting also can only be properly administered 
where the administrative policies of the hospital 
are such that the medical social worker can per- 
form scientifically. 








Teaching Function 


The social service department shares with other 
professional groups in the hospital in a teaching 
program. Social workers, too, must contribute 
toward the education of student social workers 
who are preparing themselves for the hospital 
field. The social service department also has an 
opportunity to teach the social component in med- 
ical care to medical students and to student nurses 
as well as to other professional groups, such as 
dietitians, all of whom need to have, for an ade- 
quate understanding of the patient, some knowl- 
edge of the patient as a person in relation to his 
family and to the community in which he lives. 


A department cannot adequately serve as a 
teaching department unless there are properly 
qualified persons of maturity and judgment on the 
staff. This means that there should be, in every 
social service department, senior positions for 
senior workers with sufficient salaries to induce 
them to stay. Because of the tremendous expan- 
sion of the social field and because of the increase 
in the desire of physicians to have a medical social 
worker as a part of the professional group giving 
care to sick persons, there has been an increased 
demand in the past years for adequately trained 
medical social workers. This demand has been 
faster than the graduate schools of social work 
could prepare young women for the field. New 
opportunities are opening in new hospitals and in 
the community agencies attracting workers from 
hospital staffs, offering them new responsibilities 
and opportunities for organizing interesting proj- 
ects. We must, therefore, recognize at the pres- 
ent time that if we are to keep sufficiently quali- 
fied persons on hospital staffs, we must be able to 
compete with these other opportunities. We can- 
not properly carry on our teaching functions un- 
less we do have these properly qualified persons 
and if we do not prepare these students ade- 
quately, the hospital field eventually suffers. 


In considering, too, our work within the hos- 
pital, we must not lose sight of the importance of 
developing the staff which exists already. As in 
any profession, ideas techniques, and methods 
change and it is constantly important through 
staff education to teach the group these newer 
thoughts. Some time should be allowed for staff 
meetings and opportunities to discuss cases with 
supervisors if the best service is to be rendered 
to patients. From staff education and from the 
teaching of social service students in hospitals, 
the hospital eventually benefits because of the 
sharpened skills and the improvement in the qual- 
ity of work which is in an educational program. 


Social Research 
Another function of the medical social worker 
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in a hospital, that of social research, is practically 
non-existent in hospitals in the United States, due 
to the fact that as far as I know, no hospital socia! 
service department is adequately staffed for the 
pressure of cases being referred to it. However, 
if any department is to function intelligently 
within the hospital and within the community, 
there should be an evaluation of the results, so 
as to make for more effective and economical 
service. We have a few examples of the value 
of studies, such as the material published by the 
Social Service Department of Presbyterian Hos- 
pital in New York and the theses of medical social 
service students in schools of social work. We 
need more studies on recurrent social symptoms 
as related to certain diagnostic groups and con- 
tinuous study of our methods of interviewing, 
analysis, and treatment, if we are to see as clearly 
as we should ways whereby our professional skills 
can be developed further. 


Conclusion 


Medical social work, as a part of medical study 
and care of the patient, has been accepted to a 
large degree by the medical profession; it has 
made its contribution in the study and treatment 
of those social components which affect the med- 
ical care of the patient. We have emphasized the 
adequate training for this important function and 
have established training centers in twelve gradu- 
ate schools in the United States. The social worker 
in hospital administration is just beginning to 
seem important. The American Hospital Asso- 
ciation and the American Public Welfare Asso- 
ciation, in recent studies, have shown the need 
for sound planning for patients’ medical care and 
have recommended the use of the medical social 
worker in the admitting area. Medical social 
workers as a group have been late in recognizing 
the contribution which they had to make in social 
administration. Probably the depression has made 
clearer the needs for assistance with medical care 
of large groups of people. Were hospitals to want 
social admitting workers, the medical social field 
is not yet prepared to produce sufficient numbers 
adequately trained for this responsible position. 
Therefore, our emphasis as medical social work- 
ers lies in preparing persons for the expanding 
field of medical social work in hospitals and com- 
munity agencies. We are convinced that each 
worker must have a sound background of social 
case work, which is the backbone of all good social 
practice with individuals in sickness, whether she 
is to function as a medical social case worker or 
as a social admitting officer. No longer is there 
any economy, either to the hospital, to the patient 
or to the community in attempting to staff social 
service departments with inadequately prepared 
and professionally unequipped individuals. 
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Ward Service Hospital Plans Are Necessary 


H. C. STEPHENSON 


of offering a very low price hospital plan to 

groups unable to afford the cost of the aver- 
age service plan is becoming more and more ap- 
parent. 


Tor: necessity, and this word is used advisably, 


Theoretically, hospital ward service is a loss 
financially to hospitals, semi-private accommoda- 
tions about break even, and private room service 
returns a profit to assist in underwriting ward 
service loss. 


Many persons entering hospital ward service 
pay nothing and are led to expect more and more 
for nothing. The theory is not sound. The de- 
crease of former contributions, endowments, and 
legacies to hospitals is a fact that must be faced 
in the economic structure of any community help- 
ing to support a hospital. 


Different Types of Ward Service 


A hospital service plan that has established it- 
self may view the establishment of a ward service 
plan in different ways: (1) A new plan that must 
earn the same percentage of overhead as the semi- 
private plan; (2) An additional or increased bene- 
fit to the community with a rate structure to 
produce its own hospitalization costs plus a smaller 
amount of contribution to overhead and reserve. 


A ward plan at a cost too high to interest a low- 
income family will accomplish nothing. Potential 
sales controlled by income ceiling limits is re- 
sented, and is artificial and breeds class distinction 
which is hard to justify. A ward plan giving 
all possible service for one price and a semi- 
private plan giving more service at a higher price 
is reasonable. This is merchandising. 


When both plans are offered at the same time 
to all employees in an organization, prospects will 
choose the plan most suitable to their individual 
incomes. This eliminates any seemingly un- 
reasonable restrictions and explaining. 


Hospital Plan, Inc., Has Ward Plan 
Two Years Old 


Nearly two years ago, Hospital Plan, Inc., of 
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Utica, New York, offered a ward service plan at 
the following rates: Gainfully employed, 48 cents 
per month; husband and wife, 74 cents; husband 
and wife and children under 16 years, 91 cents. 
The adult dependent pays one dollar a day to the 
hospital toward her care. 


In presenting the ward plan, emphasis is placed 
on the fact that subscribers may not have credit 
toward more expensive accommodations unless 
the patient’s condition makes him unsuitable for 
ward care. The number of days is limited to 
eighteen. In the semi-private plan, it is twenty- 
one days the first year and twenty-five the second, 
except for fractures when forty-two days may be 
used. Maternity care in the ward plan is ten days 
as against twelve in the semi-private. 


Payment for transient care out of the district 
is one dollar per day less in the ward plan than 
allowed in the semi-private plan. 


A ward subscriber when leaving his place of 
employment may finish his contract years by pay- 
ing the balance at one of our fourteen offices or 
by transferring, if the ward plan is in effect with 
the new employer. In the semi-private plan, the 
same privileges prevail plus transferring to the 
individual payment basis. Incidentally, we still 
continue to enroll individuals and expect to do so 
indefinitely. 


Because the semi-private plan is worth more, it 
appeals to those who can afford it. Likewise, 
those satisfied with ward care are glad to buy the 
lower priced plan. 


Enlightened Physicians 


Fortunately, the medical profession in this area 
is largely composed of sensible men with vision. 
They have cooperated splendidly and may have 
private patients in hospital rooms most suitable 
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to the patients’ income whether they be in a ward 
or in a private suite. 


The ward plan hospital payments are $4.50 per 
day for the gainfully employed, $3.50 for depend- 
ents, and an extra dollar, which the hospital col- 
lects, makes a return of the same net of $4.50. 
In rare instances the hospital fails to collect the 
dollar but they realize they are still about 78 per 
cent better off because of the plan’s $3.50 pay- 
ment. 


We find the average days of stay shorter and 
the percentage of children per contract higher. 
The percentage hospitalized is less and we are 
doing nicely. 


In Conclusion 


In conclusion, let me stress that a low price plan 
is necessary to meet commercial and government 








competition; in a low price plan, give the sub- 
seriber all the benefits you can and what you can 
not include, forget, remembering the subscriber 
and hospital will greatly benefit by your efforts 
Do not worry about someone buying the ward plai: 
who should have the semi-private. It probabl 
will not happen in more than one in a thousand 
and we figure those 999 others are worth a great 
many considerations. 


A concerted effort on the part of all approved 
plans to offer a real low cost plan with benefits 
restricted to ward services except where patient 
condition is unsuitable for ward care, is the chal- 
lenge of this industry. To offer a so-called ward 
plan at slightly lower cost with the same benefits 
as the semi-private plan except for amount of 
room credit is simply an invitation to invite sub- 
seribers to buy for less and self insure the differ- 
ence in room rate. This is the easy way but it will 
never solve the problem of a low income worker. 








PHYSIOLOGY AND ANATOMY (Teachers’ Edition). 
Ester M. Greisheimer, M.D. J. B. Lippincott 
Company. Fourth Edition. 1940. $3.50. 


That a text reaches a fourth edition is sufficient 
evidence of the soundness of its conception and 
content. In the present (Teachers’) edition the 
author has increased the number of illustrations 
to nearly 500 and simplified them to accentuate 
the salient points. 


The text is divided into five units, each unit 
preceded by a table breaking the unit up into lec- 
ture and laboratory hours; a total of thirty-six 
lectures with directions for a laboratory period of 
one to two hours for each lecture period. 


Close correlation. between the anatomy and 
physiology of the parts has been preserved 
throughout, and the entire presentation arranged 
to accommodate the difficulty of the subject dis- 
cussed to the expected progressive ability of the 
student to absorb it. 


—_——__. 


SOCIAL WorRK YEAR Book, 1941. Russell H. Kurtz, 
Editor. Russell Sage Foundation. 1940. $3.75. 


This is the sixth edition of a manual which has 
become a standard reference for all interested in 
any type of social work. Its authoritative record 
of organized activities is in effect both a history 
and a survey of the activities carried on in each 
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field of social work and reference to the organiza- 
tions carrying on this work. 


Its Part II is a directory of 1023 national state 
agencies in social work and related fields. This 
directory gives for each organization its name, 
address, name of executive officer and a synopsis 
of type of activities with which it is concerned. 


a 


WHITE LINE STERILIZER—Planning and Engineer- 
ing Data. Scanlan-Morris Company. 1940. 


This 70-page publication will be found of very 
great value to architects, engineers, or adminis- 
trators planning for new or the remodeling of old 
operating suites. It collects in a single volume 
standard specifications for all the sterilizing 
equipment, together with dimensions, roughing 
in data, floor area required, steam or electric ca- 
pacity required and engineering details required 
for planning the area for their installation. 


OH 


SURGICAL NURSING. Hugh Cabot, M.D., C.M.G., 
F.A.C.S., and Mary Dodd Giles, R.N., A.M. 
W. B. Saunders Company. Fourth Edition, re- 
vised. 1940. $3.00. 


This new edition of an old reliable text adds a 
new chapter on Diseases of the Female Reproduc- 
tive Organs, Nursing Care has been entirely re- 
written, and other improvements in the arrange- 
ment of the text have been made. 
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LATEST 
TRANSFUSION AIDS 


Entirely closed vacuum 
transfusion system 
simplified by Cutter 
Saftivalve and Saftivac. 


Illustrating how flask is 
supported and rate of flow controlled 
with one hand. Note: no acute angles 
to slow up blood flow, nor inaccessi- 
ble constricted orifices to cause clotting. 





Human Serum and 
Human Plasma in Cutter 
Saftiflasks . . . emergency 
substitute for transfusion. 












A “blood bank” for every hospital. 
No typing or cross-matching required. 
Simply remove cap, insert connecting 
tube of your injection outfit and start 
injection. In 250 c.c. Cutter Saftiflasks 
and 50 c.c. bottles. 





Cutter Sofiiflashs. 
















For intravenous therapy that is 
smooth—free from confusion—safer 
because of the Saftiflask’s complete 


simplicity. 















- Hanging device out 
of your way until! 
' needed. 





Just plug in 
your injection 
tubing. ».. No 
loose parts to 
wash, sterilize | 
and assemble. 
No involved ~ 
technique with 
resultant mul- 
tiple sterility 
hazards, 
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» Flask hangs straight. 
Contents delivered 
are accurately read | 
‘at a glance. 


| Air tube always in 
| place, assuring quick 
starting, steady flow. 
_No gadgets to as- 
semble, sterilize and 
screw on. 

























Vacuum sealed. The 
presence of a vacu- 
um says solution is 
'as pure as when it © 
left the laboratory. 
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For safety, insist on dextrose and 
other solutions “‘in Saftiflasks.” 
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A Nutritional Study of Hospital Diets 


THOMAS T. MACKIE, M.D., F.A.C.P.; DOROTHY DE HART, M.A. 


sprue previously reported by one of us, first 
attracted our attention to the incidence of 
vitamin deficiency states in medical practice.’ 


GS 2m of chronic ulcerative colitis and 


Investigations since then, and particularly the ap-. 


plication of laboratory diagnostic methods, have 
indicated that subclinical and clinically important 
grades of avitaminosis are not uncommon.‘ It 
has likewise become apparent, despite opinion to 
the contrary, that primary deficiency attributable 
to defective diet is not rare and that certain thera- 
peutic dietary regimes must be considered sus- 
pects. The present study therefore was under- 
taken to collect preliminary and, as will be pointed 
out subsequently, only roughly approximate data 
concerning the adequacy of the standard hospital 
dietary. 


Causes of Vitamin Deficiencies 


Vitamin deficiencies may result from the action 
of several different mechanisms. A restricted or 
unbalanced diet may offer an insufficient supply. 
Defective digestion, or failure of absorption of 
the products of digestion as occurs in certain dis- 
eases of the digestive tract and as a result of 
advanced mixed deficiency disease, produces the 
same effect. Defective utilization which occurs 
especially in certain diseases of the liver may like- 
wise condition the development of avitaminosis. 
Finally, it is well recognized that elevation of 
metabolism itself constitutes a demand for sup- 
plies of vitamins above those required by the nor- 
mal individual. It is probable that in many in- 
stances the disease process puts into simultaneous 
operation several of these fundamental mechan- 
isms. It has recently been shown that an initial 
primary deficiency may of itself induce secondary 
deficiencies which complicate the clinical picture. 
These in turn interfere with successful treatment 
of the primary deficiency by induction of ano- 
rexia, and interference with absorption and util- 
ization.°® 


More Specific Knowledge of Normal Vitamin 
Requirements Needed 


The calculation and preparation of an adequate 
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diet especially for an individual whose vitamin 
requirements are elevated above the normal is not 
simple. Frequently, the increased need is accom- 
panied by significant anorexia which automati- 
cally restricts the total amount ingested and may 
create a very narrow margin of safety. Likewise, 
special diets commonly entail considerable limi- 
tation of choice. Methods of food preparation 
themselves affect the “as purchased” vitamin con- 
tent. Thus, in certain vegetables boiling may de- 
stroy as much as 22 per cent of the thiamin con- 
tent, and when the cooking water is discarded this 
loss may reach 35 per cent.” The factor of stor- 
age likewise affects the vitamin. value at least in 
certain instances. Thus the ascorbic acid content 
of oranges and grapefruit tends to increase dur- 
ing the first weeks in cold storage and thereafter 
slowly decreases.2 The pasteurization, mineral 
modification, and hemogenization of milk all mate- 
rially reduce the ascorbic acid content.? Further- 
more, there is a seasonal variation in the caro- 
tene and vitamin A content. The values are high 
during the period of pasture feeding in spring 
and summer, low in the winter months. Market 
milk may show a variation of approximately 50 
per cent in vitamin A potency between late win- 
ter and summer.?° 


These difficulties in the preparation of an ex- 
act and adequate diet are further complicated by 
lack of specific knowledge concerning the normal 
human vitamin requirements. For the most part 
these so-called normal requirements represent lit- 
tle more than an, inexact estimate supplemented 
by an additional amount to provide a factor of 
safety. 


This study was undertaken to obtain an approx- 
imate evaluation of the adequacy of hospital diets, 
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The Nation’s Call 


For Nurses 


The Nation’s Call for Nurses has impor- 
tant implications for every nurse and 
every hospital administrator. 

Military and civilian needs for nurses 
are inseparable parts of the total health 
program. 

These needs call for new types of co- 
operative effort. They challenge the cre- 
ative and administrative capacity of 
hospital administrators, public health 
officials and of nurses. 

THE AMERICAN NURSES ASSOCIATION 
provides an incomparable source of in- 
formation on nursing for use as each one 
accepts the challenge to do his part in the 
program of national preparedness. That 
source is 
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The original sealed-on Blue and White Beads 
which revolutionized baby identification in 
hospitals . . . and banished likelihood of a 
baby mix-up. 






Usable in Necklace or Bracelet Form, with 
white letter beads to form surname, strung 
onto a blue-bead strand . . . and sealed on 
baby at birth. 









Their advantages are: 






Surname accuracy — sealed-on — indestruc- 
tible—refined attractiveness—simplicity—un- 
derstood by patients—sanitation and cleanli- 
ness—made in U. S. A., using American 
workmen and materials. Moderate price. 










Write for Sample Necklace. 
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The Good News Spreads 


One Aznoe’s client tells another about the splendid 
advantages of Aznoe’s service. This service is truly 


nation-wide and in every instance is a complete 
It provides the employer with a fellow- 
worker who is bound to please and the client 
with a position exactly suited to his or her liking. 


service. 


Unfailing satisfaction is assured by the inviolate 
Aznoe’s rule that every applicant placed must meas- 
ure up to the highest standards of competency in 
any particular vocation. 


Adherence to this policy throughout 45 years of 
service has resulted in com- 
plete confidence on the em- Cpset 
ployer’s part and genuine 


Places: 
satisfaction for the employee. HOSPITAL 
, ADMINISTRATORS 
Why not enjoy the full bene- ACCREDITED 
fits of such an extraordinary GRADUATE NURSES 
service? Write today for an DIETITIANS 
PHYSICIANS 


Aznoe’s application form and 


en 


LABORATORY AND 
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PHARMACISTS 
PHYSICAL 
THERAPISTS 
OCCUPATIONAL 
THERAPISTS 
MEDICAL 
SECRETARIES 
HISTORIANS 


complete details. 
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TABLE 1.—COMPARISON OF NURSES DIET—APRIL AND AUGUST 
































Carotene Vitamin A Ascorbic Acid 
na ISIE IES oo -cieeicicls cbs aaee CoN s 6 bins bre cw Gow as sowdge. | lepueiphees-s 148677 1.0. 78 mgs. 
April mean fasting blood values—36 individuals................... 0.5 LYU* 1.1 LBU? 1.0 mgs./100 
August mean fasting blood values—40 individuals................. 0.7 LYU 2.1 LBU 0.8 mgs./100 
Times probable error of difference between means.................. 7.6 X 15.6 X 1.9X 

*Lovibond Yellow Units 
*Lovibond Blue Units 
TABLE 2.—WARD REGULAR DIET 

Carotene Vitamin A Ascorbic Acid 
Weta + IR TATs SON NMR 2) ots eto te oo isos Sos ees nie aera leroteme aN eke’, Mentors 6,749 I.U. 52 mgs. 
Admission mean fasting blood values—23 cases..............eeeees 0.4 LYU 1.1 LBU 0.6 mgs./100 
Discharge mean fasting blood values—23 cases................000% 0.4 LYU 1.0 LBU 0.5 mgs./100 
Times probable error of difference between means.................. 0 3.4 X 1.5X 

TABLE 3.—HIGH PROTEIN COLITIS DIET—20 CASES 

Carotene VitaminA . Ascorbic Acid 
AU RAUETE RR CAE MEDD cious cn sr aise Sie Nik welds sie Spi elorwla aternercealege  - lelreaeterats 28,169 I.U. 300 mgs. 
Admission mean fasting blood values............. 0... eee ee ence 0.8 LYU 1.3 LBU 0.6 mgs./100 
Discharee mean Tasting blood Values... ......:6 0.0.60: cee cee siee ceases 0.6 LYU 1.3 LBU’ 0.8 mgs./100° 
Times probable error of difference between means.................. 2.5 X 0 2.5 X 

*Mean daily vitamin A added to diet = 19,200 I.U. 
*Mean daily ascorbic acid added to diet = 110 mgs. 
TABLE 4.—PROGRESSIVE ULCER DIET—51 CASES 

Carotene Vitamin A Ascorbic Acid 
OOS TEES NST) 2 i a Ce a Pe eer PAL er MS ey eae 17,694 IU. 133 mgs. 
Admission mean fasting ‘blood values... ...........0 cc ccccenseces 0.6 LYU 1.5 LBU 0.5 mgs./106 
Discharge wnean fasting blood values. ......:...ccccceccscccesestoece 0.4 LYU 1.4 LBU 0.6 mgs./100 

3.5 X 20 xX 0 


Times probable error of difference between means........... 


eee eeee 





by comparison of the calculated value of the diet 
‘and the mean fasting blood levels of carotene, 
vitamin A, and ascorbic acid. Four groups have 
been investigated. Forty nurses resident in the 
hospital have been used as controls. The first 
patient group comprises twenty-three individuals, 
selected at random irrespective of diagnosis, who 
were receiving the ward regular diet. The sec- 
ond group is composed of twenty cases of chronic 
ulcerative colitis who were maintained on the high 
protein high vitamin colitis diet. The final group 
comprises fifty-one cases of peptic ulcer who were 
given the conventional progressive ulcer diet. 


Methods 


The diets considered in this report were 
weighed on gram scales morning, noon, and 
night for a week. The average daily vitamin con- 
tent was estimated from standard tables of the 
vitamin content of foods as published by several 
authorities. It was impracticable to calculate the 
exact amount consumed by each individual, hence 
the “as served” figures are used throughout for 
the comparison. 


Fasting blood plasma determinations were 
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made on each individual using the methods pre- 
viously reported.* The nurses group, having their 
meals in the hospital dining room, were studied 
in the month of April and again in the month of 
August. The composition of these two groups is 
not exactly identical. The patient groups were 
investigated shortly after admission to the wards 
and periodically thereafter throughout their stay. 
The initial and final blood vitamin levels are con- 
sidered in this report. ; 


Potential Sources of Error 


Several obvious sources of error are inherent 
in a study of this type. The exact amount of food 
consumed by each individual could not be calcu- 
lated. The actual vitamin intake therefore is sub- 
ject to variation. The magnitude of this error 
was partially controlled by the exclusion of indi- 
viduals manifesting definite anorexia and refus- 
ing significant amounts of their diet. The result- 
ant error is recognized and deliberately included 
since it has seemed to us desirable to obtain a pic- 
ture of the actual nutritional status of hospital 
patients who are offered a theoretically adequate 
dietary. 

The calculated vitamin content of the diets like- 
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PERFECT OPERATING EASE FOR YOU 


There are absolutely no “dead spots” with a 


Castle Operating Light. At the touch of the 
nurse’s finger, the Castle Operating Light can 
be moved instantly to any position in a 7-foot 
circle. 

Sliding the light back and forth on the trolley, 
which in turn can be rotated 360 degrees, per- 
mits the nurse to place the light exactly where 
it will do you the most good. Furthermore, the 
light tilts and turns in its suspension allowing 
universal angulation. 

Surgeons tell us that they are never aware of a 
Castle Light when operating. It is so easy for the 
nurse to adjust the light to each step of their tech- 
nique that they are aware only of perfect light— 
no matter what the demands of the operation. 


From Anywhere In a 7-foot Circle 


You Never Need Move The Operating Table 


You will find greater accuracy and speed be- 
cause the Castle Light pe gene every step of 


— technique—and every possible 
change in procedure—all without moving the 
table. 
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NO UP-AND-DOWN ADJUSTMENT...NO FOCUSING 


A Castle Light may be positioned anywhere 
within a 7-foot circle above the table. There is 
no need for up-and-down adjustment or focus- 
ing as multiple focus reflectors compensate for 
varying distances between lamp and patient. 
Each individual reflector unit in a Castle 
Surgical Light is actually a multiple reflector 
consisting of 28 miniature reflectors, each of 
which has a different focal length so that the re- 
sult is a focus which eliminates the necessity of 


adjustment. The resulting “cone of light” means 
plenty of light in the bottom of the incision. 


The Color Advantage of Daylight 


The light is filtered and color-corrected to an 
apparent temperature of 4500° Kelvin—so the 
surgeon has the color advantage of daylight in 
differentiating tissue pathology. The heat rays 
are filtered so the surgeon feels no warmth. 
Maximum rise in light field is 1 or 2 degrees. 


WILMOT CASTLE COMPANY ° 1276 UNIVERSITY AVE., ROCHESTER, N. Y. 
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Before solutions are shipped, 

their sterility and non-pyrogenic 
qualities must be proved 

by 21 rigid inspections and tests 
—chemical, bacteriological, and 
biological (with laboratory animals) 


requiring 7 days to complete. 





Products of BAXTER LABORATORIES 
Glenview, Ill.; College Point, N. Y.; Glendale, Cal.; 
Toronto, Canada; London, England 


Produced and distributed in the 
Eleven Western States by 
DON BAXTER, INC., Glendale, Cal. 


Distributed East of the Rockies by 
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wise cannot be considered exact. The composi- 
tion of individual foods varies, and accurate fig. 
ures for certain foods are difficult if not impos- 
sible to obtain at present. The vitamin content 
of soups, and the carotene content of the diets 
were not considered. 


Furthermore, the estimation of plasma caro- 
tene, vitamin A, and ascorbic acid are subject to 
certain technical errors and difficulties of inter- 
pretation. They have, however, proven to be suf- 
ficiently accurate for clinical purposes. 


Findings on Nurses Diet 


The nurses diet (Table 1) is estimated to sup- 
ply 11,677 international units of vitamin A, and 
78 mys. of ascorbic acid daily. The mean fasting 
blood plasma values in April were carotene, 0.5 
Lovibond yellow units; vitamin A, 1.1 Lovibond 
blue units; and ascorbic acid, 1.0 mgs. per 100 c.c. 
The values in August, however, are distinctly 
higher for carotene and vitamin A. In the case 
of the former the difference between the April 
mean and the August mean is 7.6 times the prob- 
able error of the difference between these means, 
which is statistically significant. The increase in 
vitamin A is likewise valid since the difference 
between: the two means is 15.6 times the probable 
error of that difference. The apparent fall in 
ascorbic acid is not statistically significant. 
Within the limits of error of this type of 
study these findings suggest that the summer diet 
served in the nurses’ dining room has a higher 
vitamin content than the winter diet. 


Findings on Ward Regular Diet 


The ward regular diet is estimated to supply 
6749 international units of vitamin A and 52 mgs. 
of ascorbic acid daily. (Table 2.) Twenty-three 
ward patients were studied at the time this diet 
was started and when it was discontinued or the 
individual was discharged from the hospital. The 
average duration. was ten days and the limits six 
and twenty-one days. A statistically significant 
fall occurred in the mean plasma vitamin A value. 
The carotene and ascorbic acid values remained 
unchanged. 


Findings on High Protein Colitis Diet 


The high protein colitis diet supplies an esti- 
mated 28,169 international units of vitamin A 
and 300 mgs. of ascorbic acid daily. (Table 3.) 
Twenty patients maintained on this regime were 
studied for an average period of fifteen days. The 
limits were six and thirty-five days. In addition 
to the dietary content an average of 19,200 units 
of vitamin A and 110 mgs. of ascorbic acid were 
given daily. On this regime a slight fall in the 
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plood carotene occurred. This is probably a valid 
difference since the difference between the means 
is 2.5 times the probable error of that difference. 
The vitamin A values were unchanged, and a sig- 
nificant rise occurred in the plasma ascorbic acid. 
The response to this diet will be discussed sub- 
sequently. 


Findings on Progressive Ulcer Diet 


The progressive ulcer diet supplies 9112 inter- 
national units of vitamin A and 8.5 mgs. of ascor- 
bic acid on the first day, increasing progressively 
to 17,694 international units of vitamin A and 133 
mgs. of ascorbic acid on the fifteenth day. (Table 
4.) Fifty-one patients were investigated. The 
great majority were under observation for periods 
of two weeks or longer. In a limited number the 
observations were continued for periods of months 
while ambulatory following hospital treatment. 
Nine of these patients received additional ascorbic 
acid because of bleeding from the ulcer. All but 
two of these gave final plasma ascorbic acid val- 
ues of 1.0 mgs./100 c.c. or higher. 


In view of the composition. of the conventional 
ulcer diet the fall in the mean carotene level is 
not unexpected. The failure to obtain a rise of 
the mean vitamin A value in view of the calcu- 
lated content of the diet is contrary to expecta- 
tion. The actual fall in the mean level observed 
is probably not statistically significant since the 
difference betwen the means is only twice the 
probable error of the difference. The mean ascor- 
bic acid value was unchanged. 


Findings on Comparison of Nurses Diet and 
Ward Regular Diet 


Comparison of the nurses diet and blood levels 
with the ward regular diet and the correspond- 
ing blood levels reveal some interesting and prob- 
ably significant facts. For this comparison the 
April values for the nurses have been used for 
two reasons. They represent the lower means 
obtained in a group of presumably healthy adults. 
They represent the reflection of winter diet and 
therefore are more nearly comparable to findings 
in patients since the studies of the latter were 
carried out principally during the autumn, win- 
ter, and spring months. 


The calculated vitamin A and ascorbic acid con- 
tent of the ward regular diet is distinctly below 
that of the nurses diet. (Table 5.) The final 
blood values observed in. the patients are dis- 
tinetly lower than those of the nurses. The dif- 
ference in each instance is statistically signifi- 
cant. In the case of carotene the difference be- 
tween the means is 3.8 times the probable error; 
for vitamin A it is 3.3 times the probable error; 
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and for ascorbic acid it is 10 times the probable 
error. 


Findings on Comparison of Nurses Diet and 
High Protein Colitis Diet 


Comparison of the nurses and the group of 
patients receiving the high protein colitis diet 
likewise reveals some interesting data. (Table 6.) 
Despite the fact that the latter group received a 
per diem total of some 47,300 I.U. of vitamin A 
their mean blood level was only slightly higher 
than that observed among the nurses whose total 
available vitamin A per diem was only 11,677 I.U. 
This difference is so small as to be of doubtful 
statistical significance. Similarly there is a strik- 
ing discrepancy with respect to the values of as- 
corbic acid. The colitis group received a mean 
available daily total of 440 mgs. and the group-of 
nurses 78 mgs. Despite the greatly increased 
intake the mean blood level for the colitis cases is 
significantly lower. 


Findings on Comparison of Nurses Diet and 
Progressive Ulcer Diet 


The contrast between the findings in the pep- 
tic ulcer cases with those in the nurses’ group is 
also somewhat surprising. (Table 7.) The mean 
blood carotene value is lower. The ulcer group 
show a statistically significant rise in the vita- 
min A level which would be anticipated from the 
higher A content of the diet. In the case of 
ascorbic acid, however, despite a calculated die- 
tary value nearly twice that supplied by the 
nurses diet, the mean blood value is 0.6 mgs./100 
as against 1.0 mgs./100, a statistically valid dif- 
ference since it is 9.7 times the probable error 
of the difference between the respective mean 
values. 


Summary of Findings 


It has been stated previously that this study 
was undertaken as a preliminary sampling of the 
field carried on under admittedly incompletely 
controlled conditions. To a considerable extent 
this was unavoidable. The basic inquiry, how- 
ever, was directed to the evaluation of the actual! 
nutritional response of patients to combined medi- 
cal and dietary treatment in a general hospital. 
It was not intended to be in any sense a “balance” 
study. Despite these limiting factors, certain 
points merit discussion. , 


The contrast observed in the nurses between 
the mean blood values for carotene and vitamin A 
in April and in August suggests the possibility 
that there may be a seasonal variation in the 
degree of vitamin saturation of healthy adults. 
That this would be the reflection of correspond- 
ing seasonal changes in diet sources is suggested 
by the discrepancy in vitamin A content of sum- 
mer and winter milk. 


The ward regular diet supplies less vitamin A 
and less ascorbic acid than the nurses diet. The 
calculated values for these vitamins are little if 
any above the estimated daily requirements for 
healthy adults of some authorities, and distinctly 
below those of others. The dietary is therefore 


- open to grave suspicion a priori. It is generally 


recognized that disease accompanied by fever and 
elevation of metabolism creats requirements for 
the vitamins in excess of those of the healthy indi- 
vidual. It is of some significance, therefore, that 
the mean blood values of the patients subsisting 
on this diet showed a statistically significant fall 
of vitamin A, and that the ascorbic acid value re- 
mained at the lower limit of what is considered 
the normal range. Furthermore, these patients 
at the end of the period of observation were found 
to have mean values for carotene, vitamin A, and 





TABLE 5.—COMPARISON NURSES DIET AND WARD REGULAR DIET 





ACONOUTRUET WIS TUPBOS IEEE iso 5i5 566s o ois ore isso Bdialrergiole'e wei 
Calculated value ward regular diet.................ccec cece 
Mean fasting blood values, nurses, April.................. 
Mean fasting blood values, final, patients................... 
Times probable error of difference between means........... 


Carotene Vitamin A Ascorbic Acid 
ee eee ace 11,677 IU. 78 mgs. 
Somieee  Mulssabeteredsts 6,749 I.U. 52 mgs. 

BR aes 0.5 LYU 1.1 LBU 1.0 mgs./100 
ers ree 0.4 LYU 1.0 LBU 0.5 mgs./100 
NE ne 3.8 X 3.3 X 10 X 





TABLE 6—COMPARISON NURSES DIET AND HIGH PROTEIN COLITIS DIET 





Caleninbed Wale TiUPROS GISE v5 is oc. isiss ois sicie ete widieeeaeieaib'd-o's 
Calculated value high protein colitis diet.................... 
Mean fasting blood values, nurses, April................... 
Mean fasting blood values, final, patients................... 
Times probable error of difference between means........... 


Carotene Vitamin A Ascorbic Acid 
istevetanete Lo Sueiereloereee 11:677-1.0); 78 mgs. 
stelatsanerer <>, sBdaveeerepstane 28,169 I.U. 300 mgs. 
Dateien 0.5 LYU 1.1 LBU 1.0 mgs./100 
seutetiee 0.6 LYU 1.3 LBU' 0.8 mgs./100° 
faethe secs 2.3X 24 xX 2.9X 





*Mean daily vitamin A added to diet = 19,200 I.U. 
*Mean daily ascorbic acid added to diet = 110 mgs. 
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TABLE 7.—COMPARISON NURSES DIET AND PROGRESSIVE ULCER DIET 





RUE PRNIIO TITATMOO AITO 06 6 5 65-6 css 0 0s 0.5550 te wee cn 0 tees 
Calculated value progressive ulcer diet.............eeeeeees 
Mean fasting blood values, nurses, April..... aeons a. 
Mean fasting blood values, final, patients..................+. 
Times probable error of difference between means........... 


eeeevee 


Carotene Vitamin A Ascorbic Acid 
Oe eee Oe 11;677 1.0. 78 mgs. 
SNR a 17,694 I.U. 133 mgs. 
Wats ots 0.5 LYU 1.1 LBU 1.0 mgs./100 
Sipkeve Coe 0.4 LYU 1.4 LBU 0.6 mgs./100 
3.3 X 7.0% 9.7X 





ascorbic acid significantly below the levels ob- 
served in the nurses. 


The observation of the high protein colitis diet 
falls into a different category. The drop of the 
carotene and ascorbic acid values and the failure 
to obtain a rise of vitamin A must be interpreted 
as an indication of defective absorption or util- 
ization. This mechanism has been shown to exist 
in several types of disease. Comparison of the 
values obtained in the colitis group and the nurses’ 
group indicate the need for unusually high levels 
of vitamin intake under certain conditions. 


The progressive ulcer regime likewise must be 
considered inadequate when viewed from this as- 
pect of nutrition. At the outset it is markedly 
deficient in ascorbic acid and contains no caro- 
tene. Yet it is this diet which is commonly used 
for the treatment of acute ulcer and hemorrhage. 
The blood carotene level fell on this regime as 
would be expected. The vitamin A, however, 
failed to rise despite the ample diet content. The 
lack of response to the large amount of ascorbic 
acid supplied by the diet by the fifteenth day is 
unexpected. It may be explained by the routine 
administration of alkali and consequent destruc- 
tion by oxidation in the stomach and intestine. 
Comparison of the ulcer cases with the group of 
nurses reveals lower levels in the ulcer patients 
for carotene and ascorbic acid, and a higher blood 
vitamin A value. 


The exact significance of these findings cannot 
be stated at the present time. Exact data con- 
cerning human requirements for the particular 
vitamins are lacking. It appears that certain hos- 
pital dietaries are insufficient to maintain the ad- 
mission blood vitamin levels of patients. Fur- 
thermore, both the regular ward diet and the pro- 
gressive ulcer diet compare unfavorably in their 
calculated vitamin content with that supplied to 
the resident nurses. These facts strongly suggest 
the possibility that true primary vitamin defi- 
ciency may actually be produced in hospital. More 
recent knowledge of the important physiologic 
role of the vitamins as the prosthetic or chemi- 
cally active nucleus of the coenzymes essential in 
intracellular metabolism emphasizes the need for 
a complete adequate diet. This is substantiated 
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by Smith* who has shown that an experimentally 
produced single vitamin deficiency in time condi- 
tions the development of other deficiencies and 
that these progressively impair absorption from 
the gastro-intestinal tract. 


Conclusions 


1. Comparisons of the calculated values of cer- 
tain hospital diets and the blood levels of caro- 
tene, vitamin A, and vitamin C of nurses and 
patients receiving these diets, strongly suggest 
that certain hospital diets are deficient in their 
vitamin content. 


2 These findings must be regarded as prelimi- 
nary until larger numbers of individuals have 
been studied under more strictly controlled con- 
ditions. 
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Facts From Your Laundry 





JOHN F. LATCHAM 


ing for linen in the laundry: one the piece 

system and the other the pound system. We 
have had both systems in operation at our insti- 
tution and have found that the pound system has 
proven more satisfactory. 


Tine are two common methods of account- 


First, under the pound system it is easier and 
quicker to weigh the bundles as they come into 
the laundry, and secondly the pound system 
makes it possible to get more statistics on your 
laundry. The only piece of equipment needed for 
this system over the count system is a platform 
scale. Good scales can be purchased as low as $50. 


Record the weight of your collection cart and 
then when the loaded cart comes into the laundry 
weigh it, note the total load, deduct the weight of 
the cart and you have the net poundage. 


Weighing Linen in Pound System 


We keep our linen in three groups: the Gen- 
eral Hospital, the Psychopathic Hospital and the 
Medical School. The linen in each group is 
weighed according to flat, tumble, and press work. 
The flat and tumble will be linen used by patients 
and the press work will be the laundry of the per- 
sonnel. We also weigh separately linen from the 
operating room and the delivery room. 


Daily Records 


To compile our statistics we have three forms 
upon which these figures are recorded daily. The 
reports are turned in to the business office weekly. 
Form I is for the General Hospital and shows the 
following facts: Totals of flat work, tumble work, 
and press work for the week; totals of the same 
for the previous week; the daily poundage, which 
should be practically the same each day; the daily 
poundage for the past week; the pounds of linen 
used per patient per day; the pounds per patient 
day total or the poundage per patient day for 
personnel and patients; the number of patient 
days and the number of employee days. The 
laundry supervisor also makes a notation of the 
operating and delivery room poundage for the 
week at the bottom of the page. 
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Form II is for the Psychopathic Hospital and 
discloses the identical information. 


Form III gives the Medical School flat work, 
press work and the total of the two. It also has a 
summary of the week’s work in the laundry which 
shows the total laundry done each day; the hours 
worked and the pounds output per employee hour, 
per day and per week; shows a comparison of 
employee output with the previous week; the total 
employee hours worked. By taking the poundage 
for a four weeks period and dividing that figure 
into the salaries and supplies used for that period 
will give you the cost per pound for doing your 
laundry. However, this is not an exact cost figure 
because we have not taken into consideration heat, 
light, power or depreciation. 


I presume many will be confused and feel that 
we have a complicated and laborious report for 
our laundry supervisor to make out each week. 
But this is not the case. After a few moments 
study of the forms and working several of the 
reports it will be found simple, yet complete, giv- 
ing valuable statistics which show how much linen 
per patient is being used; how many pounds each 
employee is doing daily and weekly—it will show 
whether too much laundry is being put through 
on one day, and overworking the employees, or 
doing too little in a day, not producing a fair 
output. 


Balancing the Daily Output 


Many will say, “We do twice as much laundry 
on Monday as we do on Thursday due to the 
week-end.” This was also our experience until 
we put more linen in service, then we were able 
to achieve an average daily load. We have ab- 
sorbed this additional cost for linen by not dis- 
carding linen as often as formerly because not 
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When I made prices to hospitals on Nurse Records, 
paper was 3)%c per lb. and printers wages were 25c¢ per 
hour. Now bond paper is 7c per lb. and printers wages 
are $1.21 per hour. 


I have enough paper to print one million blanks at | 
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departments draw out large quantities just be- 
cause there is linen in the linen room. We for- 
tunately have a good linen room supervisor who 
has worked in the department some years and 
has a general idea of ward needs. 


It is possible your departments will do as ours 
often did under our old system, order more than 
they need, figuring the order would be cut down, 
thus leaving what was actually necessary. We 
have corrected this by meeting with the head 
nurses and supervisors and explaining our new 
system, showing them that now there will always 
be clean linen and that fellow-workers in another 
department will now be doing a fair day’s work 
each day instead of exhausting themselves sev- 
eral days a week and loafing through the day the 
balance of the week. 


Costs 


This system has been in force at Colorado Gen- 
eral since July, 1940, and we now know that: 


It costs $1.30 per hundred pounds to launder 
our linen 


Medical School 
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: Total Total 
Hospital | Personnel| This Last 
Week Week 
Flat Work 
Tumbler Work 
Press Work 
TOTAL 
Daiiy Poundage Per Employee Hour 
Number | Number 
Day This Last This Last 
Week Week Week Week 
Monday 
Tuesday 
Wednesday 
Thursday 
Friday 
Saturday 
Pounds per employee Hour—Week | 
Total Employee Hours—Week | | 
Consumption 
This Last 
Week Week 
Pounds per Patient Day—Hospital 
Pounds per Patient Day—Total 
Total Patient Days 
Total Employee Days 
Supervisor 


being washed as often the linen will naturally 
wear longer. 


The danger of this increase, however, will be an 
extravagant use of linen unless you have a person 
who can control your linen shelves and not let 
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FEWER LEGACIES 
SMALLER CONTRIBUTIONS 


LESSENING INCOME 
FROM ENDOWMENTS 


mean that greater value must be obtained for every dollar spent, if present 
hospital standards are to be maintained. Bulk buying plus research is one 


answer to the problem. 


Membership in the Hospital Bureau of Standards and Supplies, Incorpo- 
rated, leaves you free to buy where you will, but supplies you with the means 


of doing so most effectively. 


For particulars write: 


HOSPITAL BUREAU 


OF 


STANDARDS AND SUPPLIES 


INCORPORATED 


247 Park Avenue ° - - New York City 


A voluntary, non-profit, cooperative buying and research 
organization operated by and for voluntary institutions. 


BOARD OF DIRECTORS 


- LEIGHTON M. ARROWSMITH, President GEORGE F. HOLMES 
St. John’s Hospital, Brooklyn, New York Memorial Hospital, New York City 
WILLARD W. BUTTS, Vice-President F. STANLEY HOWE 
St. Luke’s Hospital, Bethlehem, Pennsylvania Orange Mem’! Hospital, Orange, New Jersey 
Pr a JAMES U. NORRIS, Secretary-Treasurer EVERETT W. JONES 
: Woman’s Hospital, New York City Albany Hospital, Albany, New York 
ALBERT W. BUCK, Ph.D. JOHN F. McCORMACK 
Charlotte Hungerford Hosp., Torrington, Connecticut Presbyterian Hospital, New York City 
‘ DAVID Q. HAMMOND WILLIS G. NEALLEY, M.D. 
: Flower & Fifth Ave. Hospital, New York City Brooklyn Hospital, Brooklyn, New York 
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UNDER NEW AND OLD SYSTEM: 


COMPARISON OF MUMBER OF POUNDS LINEN LAUNDERED DAILY 
S 





Monday Tuesday Wednesday ‘Thursdey Friday Saturday 
Pounas Pounds 
©000 
£000 aa 
4000 4000 
3000 / 3000 
ae 
6 
2000 2000 
—— Under Old System 
—— Under New Systen 
1000 —-— — Average Daily Poundege 1000 


under Both Systems 


It is necessary to wash 2500 pounds per day 
for the General Hospital 


The average pound per patient day in the 
General Hospital is 13.02 pounds 


The average pounds for personnel and pa- 
tients per patient day is 13.6 pounds 


The cost of linen per patient per day is 16.9 
cents in the General Hospital 


The average number of pounds used per 
operation is 17.6 pounds 


February 15-16—Mid-Year Conference of Presidents and 
Secretaries of State Hospital Associations, Chicago. 
Board of Trustees’ Dinner to Presidents and Secre- 
taries 

February 19-20—National Methodist Hospitals, Homes 
and Deaconess Association, Chicago 

February 27-28, and March 1—Texas Hospital Associa- 
tion, Dallas 

February 28-March 1—Arizona Hospital Association, 
Tucson 

March 3-6—Association of Western Hospitals, San Fran- 
cisco 

March 4—Association of California Hospitals, San Fran- 
cisco 

March 7—Alabama Hospital Association, Montgomery 

March 11—Massachusetts Hospital Association, Boston 

March 12-14—New England Hospital Assembly, Boston 

April 3-4—Kentucky Hospital Association, Louisville 

April 7—Tennessee Hospital Association, Nashville 

April 10-11—Arkansas Hospital Association, Pine Bluff 

April 16—Louisiana Hospital Association, New Orleans 

April 16-18—Hospital Association of Pennsylvania, Phil- 
adelphia 

April 17—Georgia Hospital Association, New Orleans, 
Louisiana 

April 17-19—Southeastern Hospital Conference, New 
Orleans 

April 21-23—Iowa Hospital Association, Des Moines 

April 24-25—Mid-West Hospital Association, Kansas City, 
Missouri 

April 24-25—Nebraska Hospital Assembly, Kansas City, 
Missouri 
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The average number of pounds per delivery is 
20 pounds 


We must do 1300 pounds per day for the 
Psychopathic Hospital _— 


We use 14.8 pounds of linen per patient per 
day in the Psychopathic Hospital 


The Psychopathic personnel and patients com- 
bined average is 15.3 pounds per patient 
day 


The cost of linen per patient per day in the 
Psychopathic Hospital is 19.24 cents 


The amount of linen laundered for the Medical 
School is a negligible factor in relation to the two 
hospitals, therefore we do not have any figures on 
the Medical School. 


We have now determined how many pounds 
must be done every day and we find that the 
average pound productivity of our laundry worker 
is 33 pounds per hour. All of this work is done 
in a 44 hour week. 


Under this system the institution has an ade- 
quate clean linen supply, the efficiency of the 
workers is increased, the administration of the 
hospital has a statistical control over the con- 
sumption of linen by the hospitals and labor in 
the laundry. 





Coming Meetings 








April 24-26—Carolinas-Virginias Hospital Association, 
Greenville, South Carolina 

April 25-26—Washington State Hospital Association, 
Tacoma 

April 29-30, and May 1—Ohio Hospital Association, 
Columbus 

May 7-9—Tri-State Hospital Assembly (Illinois, Indiana, 
Wisconsin and Michigan), Chicago 

May 12—Mississippi State Hospital Association, Biloxi 

May 15-17—New Jersey Hospital Association, Atlantic 
City 

May 21-23—Hospital Association of the State of New 
York, New York City 

May 22-24—Minnesota Hospital Association, St. Paul 

June 16-20—Catholic Hospital Association, Philadelphia 

July 2-3—Hospital Association of Nova Scotia and Prince 
Edward Island and New Brunswick Hospital Associa- 
tion, Halifax, Nova Scotia 

August 17-19—National Hospital Association, Chicago 

September 12-14—American Protestant Hospital Associa- 
tion, Atlantic City, New Jersey 

September 13-15—American College of Hospital Admin- 
istrators, Atlantic City 

September 15-19—American Hospital Association, Atlan- 
tic City 

October 2—Manitoba Hospital Association, Winnipeg 

October 8-10-—Ontario Hospital Association, Toronto 

October 23-24—Missouri Hospital Association, St. Louis 

November 13-14—Kansas Hospital Association, Topeka 

November 13-14—-Oklahoma Hospital Association, Okla- 
homa City 

December 4—Utah Hospital Association, Salt Lake City 
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ALS varentine 


Surgeons’ hands also must have that dexterous suppleness 
--. that fine precision touch which implicitly obeys every 
minute direction of a skilled brain. Be on your guard 
against soaps that are harsh or abrasive - that might 
deaden their priceless sense of touch. Insist on Septisol 
for every scrub-up use. 


Septisol Surgical Soap is scientifically prepared from 
pure Olive Oil, Cochin Cocoanut Oil, and other fine vegetable 
oils. Made especially for scrub-up rooms. Gives a thick, creamy 
lather. Helps eliminate danger of infection 
and roughness that comes from use 
of harsh, irritating soaps. 


‘Guttendins Advantages of 
SEPTISOL DISPENSERS 


1. Control Valve - This simple regulating device controls the flow 
of soap, ranging from a few drops to a full ounce. This exclusive 
feature eliminates all waste. 


2. Combination Spout Swivel Device and Filler Plug permits spout 
to swing from left to right. Removable to permit easy filling. 

3. Horizontal Dispensing Spout cuts down overall height; eliminates 
dripping. 

4. Air IntakeValve. Foot operated-pneumatic pressure does the work. 


Septisol Dispensers are furnished in three models -- 
Double Portable, Single Portable and Wall Type. 


VESTAL CHEMICAL LABORATORIES, IN. 


ST. LOUIS neW YORK 

















“Yes, sir . . . if you're going to modernize, turn to page 
831 in the 1941 Hospital Year Book. You'll find 4 pages 
of new information on ‘Connecticut’ signal and tele- 
phone systems. Their trade-in plan makes it easy to 


improve your equipment — and stay within your main- 
tenance budget . . . Yes, sir, they'll be glad to send 
a ‘Connecticut’ Field engineer to talk things over. Just 
return the reply card in their advertisement.” 
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Grace E. Allison succeeds Beatrice C. Spargo as 
superintendent of Samaritan Hospital, Troy, New 
York. Mildred Smith, who was formerly superin- 
tendent of Cohoes Hospital, Cohoes, New York, 


has been named assistant superintendent. 
—_—@———. 


Mary J. Aufderheide is administrator of Jack- 
son County Schneck Memorial Hospital, Seymour, 
Indiana. 


—_——_@—_—_—. 
Grace Bouwens, assistant superintendent of the 
Dr. Thomas G. Huizenga Memorial Hospital, Zee- 
land, Michigan, has been appointed superinten- 
dent. Miss Bouwens succeeds Louise Wierenga, 
who resigned. 
——————_——_ 
Ellen H. Boyle is the new superintendent of 
Windsor Hospital, Windsor, Vermont, succeeding 


Mrs. Marjorie S. Howland, who resigned. _ 
—___>—_—_ 


Frederic W. Brouitt has resigned as superin- 
tendent of the Chippewa County War Memorial 
Hospital, Sault Ste. Marie, Michigan, and Mrs. 
Janet Larson, superintendent of nurses, will act 
as superintendent until Mr. Brouitt’s successor 


has been appointed. 
—— @—__. 


Richard A. Burke has resigned as superinten- 
dent of the Burke Memorial Municipal Hospital, 


Lawrence, Massachusetts. 
—_—g——_——_. 


Miriam Curtis, R.N., superintendent of the 
Cooley-Dickinson Hospital, Northampton, Massa- 
chusetts, for fifteen years, has resigned to accept 
the superintendency of the Syracuse Memorial 
Hospital, Syracuse, New York, effective February 
1. Miss Curtis succeeds Edith L. Kasson, R.N., 
who resigned after serving the Syracuse Hospital 
for twenty-two years. 


a 

Dr. Edward J. Dailey, medical director of Cen- 
tral Hospital, Somerville, Massachusetts, died on 
December 10. 


————— 

Emily Denton of Syracuse, New York, a life 
member of the American Hospital Association 
since 1916, died on November 8. 


_——s— ss 
Mrs. Eva Mae Dowdy recently resigned as 
superintendent of Stephens County Hospital, Mon- 
treal, Canada. 


—__—_——__—_. 
Mrs. Martha Downing succeeds Lulu E. Bower, 
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R.N., as superintendent of Morris Hospital, Mor- 
ris, Illinois. 
—_— 

Mrs. Mary G. Dunden, R.N., has succeeded 
Maude Landis, R.N., as superintendent of the 
Lawrence Memorial Hospital, Lawrence, Kansas. 
Miss Landis recently retired from active duty. 

‘eet bites 

Christine E. Emerick has resigned as director 
of the Brookville Hospital, Brookville, Pennsy]- 
vania. 

———$=< 

Nettie Fitch has resigned as superintendent of 
the Paulina Stearns Hospital, Ludington, Michi- 
gan, and Ruth Safe has assumed the duties of 
acting superintendent until Miss Fitch’s successor 


has been appointed. 
—_——_@——— 


Elizabeth A. Gallery has resigned as superin- 
tendent of Greene County Memorial Hospital, 


‘ Waynesburg, Pennsylvania, and W. H. Pragnell, 


assistant to the executive director of Abington 
Memorial Hospital, Abington, Pennsylvania, has 
been named as her successor. 

—_~»——— 

Dr. Richard F. Gates is the new superintendent 
of Florida Parishes Hospital, Independence, 
Louisiana. 

iaiaadiadaanlihe 

J. Goodfriend, assistant director of Montefiore 
Hospital, New York City, has been appointed ad- 
ministrator of the Jewish Hospital, Philadelphia, 
Pennsylvania, and will assume his duties on March 
1. He will be succeeded at Montefiore Hospital by 


Newman M. Biller. 
—_—_—~———_ 


Dr. Marvin F. Greiber is the new director of 

Normandale Hospital, Madison, Wisconsin. 
ee ee 

Mrs. Gertrude T. Haynes, R.N., formerly super- 
intendent of Wilhenford Hospital for Women and 
Children, Augusta, Georgia, has been appointed 
superintendent of the Community Hospital, Jer- 
sey Shore, Pennsylvania, succeeding Geraldine 
Lansberry, who resigned. 


sileieatlllc saci 

Dr. H. E. Hess has resigned as superintendent 
of the Nebraska Methodist Episcopal Hospital and 
Deaconess Home, Omaha, Nebraska, to become 
pastor of the Norfolk Methodist Church, Norfolk, 
Nebraska. 


The hospital is now operated by an 
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administrative committee, and C. G. Anderson is 


business manager. 
_—@— 


Dr. J. S. Hixson has been named superintendent 
of Shannon West Texas Memorial Hospital, San 
Angelo, Texas. Dr. Hixson was former chief of 
staff, and he succeeds Ida Schorlemmer, R.N., 


who resigned last November. 
a 


Dr. Leroy F. Hollis, who has been superintend- 
ent of the Oswego County Sanatorium, Richland, 
New York, for the past thirty-two years, has re- 
tired. His son, Dr. Harwood L. Hollis, has been 


named as his successor. 
————.>__—_ 


Barbara A. Hunter, R.N., has resigned as su- 
perintendent of Potsdam Hospital, Potsdam, New 
York. 


<ccaleslilabiaaoaa 

Nellie Isley has resigned as superintendent of 
the Catawba General Hospital, Newton, North 
Carolina, to accept the superintendency of the 
Marlboro County Hospital, Bennettsville, South 
Carolina, succeeding Mrs. Mary D. Gibson, who 


resigned. 
—_—= 


Agnes Johnson has accepted the position as 
hospital librarian for the University of Iowa Hos- 
- pitals, lowa City. Miss Johnson succeeds Marjorie 
Post, who goes to Detroit, Michigan, as assistant 
to Anne Farrington, who is in charge of hospital 
libraries in that city. 


catueaitisiitaalid 

Dr. Paul Johnson has been appointed superin- 
tendent of the Richmond State Hospital, Rich- 
mond, Indiana, succeeding the late Dr. Richard A. 
Schillinger. Dr. E. F. Jones has been acting medi- 


cal superintendent since Dr. Schillinger’s death. 
—_g——_. 


Dr. A. A. Karan has resigned as superintendent 
and medical director of the Workmen’s Circle 
Sanatorium, Liberty, New York, to assume the 
medical directorship of the Beth Moses Hospital, 
Brooklyn, New York. 


ROE ee 

Dr. J. A. Katzive, assistant director of the 
Mount Sinai Hospital, New York City, has been 
appointed superintendent of Mount Zion Hospital, 
San Francisco, California, to succeed Arthur 
Griggs Saxe who died January 7. 


EP a 

A. Douglas Kincaid has resigned as superin- 
tendent of the Southside Hospital, Farmville, Vir- 
ginia, to become assistant superintendent of the 
City Memorial Hospital, Winston-Salem, North 
Carolina. 


—_——_——— 
Dr. Nathan Kraemer is superintendent of the 
new Mt. Sinai Free Clinic, Los Angeles, California. 


—— 
Dr. L. L. Lancaster has been appointed admin- 
istrator of the Polk County Hospital, Bartow, 
Florida. 
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This may be the 


right time 


to raise the money you need 


For ten years or more many burdened hospitals have lagged 
in new building and needed expansion, in urgent moderniza- 
tion of facilities, have even slipped farther into debt. 

Today—even while many are still hesitating, debating, 
wondering, doubting—some hospitals are “taking the bit in 
their teeth” and assuring themselves of a sounder financial 
future, just as others were doing . . . yesterday. 

Maybe your situation isn’t half as black as it seems. Maybe 
a sympathetic, impartial survey will show that you have all 
the elements for a successful outcome to a fund appeal. 
Maybe all you need, to get under way, is the skilled and 
unobtrusive guidance of a professional firm which in twenty- 
odd years has helped a great many hospitals, large and small, 
to careers of wider usefulness. 

Have you ever seen our booklet, “This Business of Rais- 
ing Money?” In it we discuss with absolute candor the 
factors which make for success or failure in fund-raising and 
why it saves money, time and worry to engage reputable cam- 
paign direction. You may have a copy simply by writing for it. 

We shall be glad to meet with you or your board, without 
obligation on your part, to discuss possibilities and make 
recommendations. Write to Carlton G. Ketchum or Norman 


MacLeod. 


Ketchum, Fne. 


2000 KOPPERS BUILDING 
PITTSBURGH, PENNSYLVANIA 


Charter Member, American Association of Fund-raising Counsel 
... committed to uniformly high ethical standards in the financing 
of philanthropic institutions. 





Mary A. Land, R.N., superintendent of the 
Mount Vernon Hospital, Mount Vernon, New 
York, since 1913, has announced her retirement 
in March. 

——$ ———. 

Jean MacFarlane, superintendent of South 
County Hospital, Wakefield, Rhode Island, since 
last March, has resigned because of ill health. 
Edward L. Coman, president of the board of trus- 


tees, has taken over the administrative duties. 
A 


Dr. William D. Martin, who last January ac- 
cepted the superintendency of the Eastern State 
Hospital, Knoxville, Tennessee, is now superin- 
tendent of the Western State Hospital at Bolivar. 
Dr. Bedford F. Peterson, who was superintendent 
of the Western State Hospital, has assumed Dr. 
Martin’s duties at the Eastern State Hospital. 


>. 

Mrs. Loretta McCrary has been appointed su- 
perintendent of the Ryburn Memorial Hospital, 
Ottawa, Illinois, succeeding Bernice Class, R.N., 
who resigned last August to accept a position as 
obstetrical supervisor of the new Delnor Hos- 
pital, St. Charles, Illinois. 

sasteieiiblbliiaecanss 

H. H. McGill has resigned as superintendent of 
the Columbia Hospital of Richland County, Colum- 
bia, South Carolina. 

itasiaiibbianess 

Earl F. Mitchell, for the past six years superin- 
tendent of the Tompkins County Memorial Hos- 
pital, Ithaca, New York, has resigned, effective 
March 15. 

—_——@—— 

Emma L. Montgomery, who has been superin- 

tendent of Cortland County Hospital, Cortland, 


New York, since 1929, resigned on January 1. 
—_—— —___ 


A. Harrell Pope, who has been acting adminis- 
trator of the new Harnett County Hospital, Dunn, 
North Carolina, since its opening, has been ap- 
pointed administrator. 

—__—__——. 

Sister M. Rita has succeeded Sister Alice Eliza- 
beth as superintendent of the Pittsburgh Hospital 
Association, Pittsburgh, Pennsylvania. 

—_———<——— 

Mildred Schumacher, librarian of the Rochester 
State Hospital, Rochester, Minnesota, and chair- 
man of the Hospital Libraries Committee of the 
American Hospital Association, has accepted the 
appointment as supervisor of the Library Bureau 
of the United Hospital Fund, New York City. This 
newly founded bureau is to promote interest in 
hospital libraries in New York City, to help estab- 
lish libraries where they have no service, and to 
assist those already established to improve their 


service. 
—_<___. 


Frank D. Self has resigned as superintendent of 
the Peekskill Hospital, Peekskill, New York, and 
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Helen McClymounds, assistant superintendent, 
has been appointed Mr. Self’s successor. Major 
William E. Lane, Jr., was named business manager 


of the institution. 
—_— 


George Swanson, formerly comptroller of the 
Ravenswood Hospital, Chicago, has been appointed 
superintendent of the Ravenswood Hospital, suc- 
ceeding J. Dewey Lutes, who has become head of 


the Presbyterian Hospital, Chicago. 
—< 


Lila Swift, superintendent of Children’s Hos- 
pital, Los Angeles, California, is retiring after 
twenty-five years of service. Mrs. Mae Hindman 
Robotham has been appointed superintendent, ef- 
fective February 1. 

cniiedliiaadis 

Mrs. G. L. Wayland has assumed her duties as 

superintendent of the Webster District Hospital, 


Webster, Massachusetts. 


Se eal eLak 

Dr. J. O. Weilbaecher, Jr., has been appointed 
acting director of the new Charity Hospital, New 
Orleans, Louisiana, succeeding Dr. Roy W. Wright. 
Dr. Charles B. Odom has been named associate 
acting director. 

‘ee tallitadeiteis 

Ruby Carver White is the new administrator 

of Langdale Emergency Hospital, Langdale, Ala- 


bama. 
<< —__—_ 


Hilda Whitefoot, R.N., succeeds Manda B. Roe 
as superintendent of the Woodstock Public Hos- 
pital, Woodstock, Illinois. Miss Whitefoot has 
been acting superintendent since Miss Roe’s 
resignation. 


dlepiiiiliaici 

Mobile, Alabama—The new nurses’ home of the 
Providence Hospital, Mobile, Alabama, was dedi- 
cated recently. The new home represents an in- 
vestment of $60,000. 


Socal tis 

Santa Barbara, California—A new $1,000,000 
United States Army Hospital in the Casa Loma 
district of Santa Barbara, California, is being 
rushed to completion. The new hospital will pro- 
vide accommodations for 750 patients. 


sable asian 

Denver, Colorado—The Robert W. Speer Me- 
morial Hospital for Children on the grounds of 
the Denver General Hospital, Denver, Colorado, 
was formally dedicated in December. The hos- 
pital was built as a memorial to Mayor Speer 
through provisions of the will of Mr. Chucovich, 
Denver business man who has a close personal 
friend of Mayor Speer. 


i ae 

Pueblo, Colorado—W. H. Stansbeck, a citizen of 
Pueblo, gave St. Mary’s Hospital, Pueblo, Colo- 
rado, a check for $10,000 for the crippled chil- 
dren’s ward of the institution. 


—_—_~—— 
Macon, Georgia—Construction has started on 
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CLASSIFIED ADVERTISEMENTS 


Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 

RATES: number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 

must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue 
Commercial announcements accepted at the same rate. Remittance must accompany classified advertisements. 





CONSULTANTS 


POSITIONS OPEN 





CHARLES S. PITCHER, F.A.C.H.A., Hospital Consultant 
1521 Spruce Street, Philadelphia, Pennsylvania and 
Rome, Pennsylvania 





POSITIONS WANTED 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 
RADIOLOGIST—Young physician who practiced radiology 


for several years desires connection; Diplomate Ameri- 
can Board of Radiology. H2-5. 


PATHOLOGIST—B.A., M.D. degrees, state university; year’s 


rotating internship; year’s residency in surgery; three-. 


year fellowship in pathology; two years, director of 
laboratories of three hospitals; certified by American 
Board. H2-6. 


ADMINISTRATOR—Thoroughly experienced lay executive is 
available; Harvard graduate; several years’ experience 
as public relations counsel; eight years, administrator 
large hospital; F.A.C.H.A. H2-7. 


DIRECTOR OF NURSES—B.S., nursing education, state 
university; several years’ supervising and teaching ex- 
perience; eight years, director nursing, large teaching 
hospital; excellently qualified both from standpoint per- 
sonal education and nursing school adnfinistration edu- 
cation; considered by leaders in the field as outstanding 
as nursing school executive and teacher. H2-8. 


DIETITIAN—B.S. degree, state college; excellent training in 
hospital dietetics; three years, assistant dietitian, and 
oie years, chief dietitian, fairly large teaching hospital. 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 


Charlotte M. Powell, R.N., Owner-Director 
Specializing in Superior Personnel 


ALL MEMBERS of our organization are—or have been— 
Executives in Hospitals or Schools of Nursing and are 
keenly interested in the intelligent placement of a supe- 
rior type of personnel. 


AS WE charge no registration fee, our service can be a se- 
lective one and applicants are registered on the basis of 
Training, Experience and Personal Characteristics only. 
All information is carefully verified. ‘ 


WHETHER YOU are an Executive Officer seeking desirable 
personnel, or a member of the staff wishing to secure a 
more important position write to us and let us help you 
to find what you want. 





SALESMEN WANTED 





SALESMEN—Calling on hospitals to sell knitted gowns for 
patients. Good commission. May be carried as side line. 
Write stating references, age, and experience. Box T-1, 
HOSPITALS. 





INTERSTATE HOSPITAL AND NURSES BUREAU 
Mary E. Surbray, R.N., Director 


332 Bulkley Building 
Cleveland, Ohio 


SUPERINTENDENT: Executive ability and experience in 
hospital administration. 140-bed eastern hospital. Ex- 
cellent salary. 


ASSISTANT SUPERINTENDENT: College credits; graduate 
nurse. 125-bed New York hospital, school for nurses. 
Salary $135, maintenance. 

DIRECTOR, SCHOOL OF NURSING: B.S. degree. 200-bed 
modern hospital, eastern states. Salary open. 

INSTRUCTORS: Science, Nursing Arts, teaching super- 
visors. Mid-western, western, southern, eastern states. 

ADMINISTRATIVE DIETITIAN: Experience. 200-bed Penn- 
sylvania hospital. 

RECORD LIBRARIANS: General approved hospitals; Michi- 
gan, Ohio, New York, Pennsylvania. 





NURSE PLACEMENT SERVICE 
Anna L. Tittman, R.N., Executive Director 
513 Willoughby Tower, 8 South Michigan Avenue 
Chicago, Illinois 


ADMINISTRATION—(a) Superintendent: small general hos- 
pital; Indiana; salary open. No. 41-0165. (b) Similar 
position open in Michigan. No. 41-0120. (c) Assistant 
Director of Nursing: 400-bed New England hospital ; 
$135, maintenance. No. 40-3256. (d) Assistant Director 
of Nursing: 175-bed hospital; Pacific Coast state; open 
to young woman with adequate educational background ; 
excellent opportunity for experience. No. 41-0069. 


EDUCATION—(a) Nursing Arts: immediate opening in 150- 
bed hospital school of nursing; large southern city; 
sciences taught at college; also serves as assistant to 
Director; $115-125. maintenance. No. 41-0094. (b) 
Nursing Arts: school connected with 200-bed hospital 
residential area large midwestern citv; open August Ist: 
$140, meals and laundry. No. 41-0142. (c) Assistant 
Science: eastern university school of nursing; degree re- 
auired. preferably Master’s; $125, maintenance. No. 
41-0025. 


SUPERVISION—(a) Surgical: department 44-bed capacity: 
200-bed hospital; West Coast; includes teaching surgical 
nursing; $110, maintenance. No. 40-3191. (b) Delivery 
Room: 200-hed hosvital; midwestern university citv; 
average 1000 ‘deliveries a year; beginning salary $90, 
maintenance. No. 41-0051. (c) Pediatric: 110-bed hos- 
pital; pediatric post-graduate course or exverience; 
salary $90. maintenance. No. 40-3015. (dad) Onerating 
Room: 100-bed hosnital: Atlantic coast; 6 months’ post- 
graduate course required; salary $90-$100, maintenance. 
No. 41-0127. 

LABORATORY & X-RAY TECHNICIAN—200-bed midwest- 
ern hospital: registered technician; salary $100, mainte- 
nance. No. 40-3242. 

STAFF NURSES (General Duty)—100-bed midwestern hos- 
pital; 8 hour day: 6 day week; salary $80 and mainte- 
nance, regular increases. No. 40-3167. 

NO REGISTRATION FEE 
Write for Application 





ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 


NURSES, TECHNICIANS, DIETITIANS., PHYSICIANS, 
NURSE EXECUTIVES—let us help you secure positions! 








February, 1941 





the new 26-room private ward annex to the Macon 
Hospital, Macon, Georgia. 
a 

Moscow, Idaho—The new Gritman Memorial 
Hospital, Moscow, Idaho, a three-story brick 
building of fireproof construction erected at a cost 
of $105,000, has been opened. This institution 
was made possible by contributions from physi- 
cians and other philanthropic citizens as a me- 
morial to Dr. Gritman, the well-known pioneer 
physician. 

—_@————— 

Lake Forest, Illinois—Contracts have been 
awarded for the construction of a $400,000 hos- 
pital in Lake Forest. The architects are Ander- 
son and Tichnor of Lake Forest, and the consult- 
ing architects are Schmidt, Garden and Erikson 
of Chicago. 

—_—_<—_—_ 

Urbana, Illinois—Construction has started on 
the new $100,000 addition to Mercy Hospital, 
Urbana, Illinois, which will add forty additional 
beds. 


—_—————— 
Sac City, Iowa—Under the will of the late 
Frank W. Loring, $40,000 was bequeathed to Sac 


City, Iowa, for construction of a city hospital. 
——_— 


New Orleans, Louisiana—Construction work 
has started on the new 1000-bed Army hospital 
to be erected on the Pontchartrain lake front in 
New Orleans, Louisiana. The new hospital, which 
will cost approximately $1,500,000, must be com- 
pleted by March 1. 


pcndilliaianiie 

Detroit, Michigan—The Receiving Hospital, 
Detroit, Michigan, has been alloted $550,000 for 
the construction of a new unit containing 250 ad- 


ditional beds for psychopathic patients. 
——<————— 


Flint, Michigan—Plans have been approved for 
the construction of a new $750,000 hospital in 
Flint, Michigan, according to an announcement 
made by Margaret E. McClaren, superintendent 
of Women’s Hospital. The new hospital, which 
will be completed within the next two years, will 
have a capacity of 125 beds. Dr. William H. 
Walsh of Chicago has been retained as consultant 


on this project. 
_—_—___— 


Mount Pleasant, Michigan—Plans have been 
approved for the construction of a fifty-bed mod- 
ern hospital in Mount Pleasant, Michigan. The 
building will cost $330,000, $275,000 of which 
came as a grant from the Federal Government and 
$55,000 of which was raised by public subscrip- 
tions. A ten-acre site was given to the community 
by Robert T. Kane. 


a 

Austin, Minnesota—St. Olaf Hospital, Austin, 
Minnesota, has opened a new addition of sixty 
beds. The building is a three-story fireproof build- 
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ing with accommodations by private and semi- 
private patients. F. M. Molgren is manager-su- 
perintendent of St. Olaf Hospital. 

inccmbisililiamrt 

Canby, Minnesota—The voters of Canby, Minne- 
sota, will be asked to vote at the April election 
on the issuance of bonds for an addition to the 
Swenson Memorial Hospital. 

pie < > ae 

Louisville, Mississippi—The new Louisville 
Hospital, Louisville, Mississippi, was formally 
opened on December 30. It has accommodations 
for thirty patients. 

—_ —_—. 

Butte, Montana—St. James Hospital, Butte, 
Montana, is erecting a new unit to include fifty 
patient-rooms, new surgical rooms, and facilities 
for ancillary services. 

ammstaiicikibian 

East Orange, New Jersey—The East Orange 
General Hospital, East Orange, New Jersey, has 
approved plans for construction of a new nurses’ 
residence and school and a new out-patient de- 
partment which will cost $500,000. 

ceecaiinciees 

Fort Dix, New Jersey—Bids have been opened 
for the construction of the Army’s $1,400,000 
general hospital to be constructed at Fort Dix, 
New Jersey. The 1000 bed hospital, consisting 
of eighty-five single story buildings, must be com- 
pleted within sixty days. 


sich teciinie 

Keyport, New Jersey—The new six-story Mon- 
mouth Memorial Hospital building at Keyport, 
New Jersey, has been opened for the reception of 
patients. The building has been under construc- 
tion for more than a year, and contains 135 rooms, 
increasing the capacity of the hospital to 240 beds. 
The left wing, to be known as the Borden Me- 
morial Pavilion, is a gift of the Mary Owen Borden 
Memorial Foundation. The right wing, which 
will complete the architectural plan, will be con- 


structed at a later date. 
—_——. 


Newark, New Jersey—Funds are being raised 
for the erection of a new $250,000 maternity cen- 
ter at St. Michael’s Hospital, Newark, New Jersey. 


——@—_—_—_ 

Newark, New Jersey—The Presbyterian Hos- 
pital, Newark, New Jersey, has been bequeathed 
$20,000 under the terms of the will of the late 
Charles Stopper. 


ee aoe 

Perth Amboy, New Jersey—lInformation is fur- 
nished that Perth Amboy General Hospital, Perth 
Amboy, New Jersey, is now engaged in construc- 
tion of an addition to the nursery. The addition 
is made possible through the contribution of a 
sum of money from the Perth Amboy Day 
Nursery Association as a memorial to Mrs. Clara 
L. Bawdon of Perth Amboy, New Jersey. 

When completed the addition will provide a 
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CLASSIFIED ADVERTISEMENTS 





POSITIONS OPEN (Continued) 





AZNOE’S CENTRAL REGISTRY FOR NURSES 
Ann Ridley, Managing Director 
30 North Michigan Avenue 
Chicago, Illinois 


ASSISTANT DIRECTRESS: Opening in well-rated middle- 
western hospital; duties primarily administrative man- 
agement nursing personnel; college degree, administra- 
tive experience preferred; salary open, but above aver- 
age. H-17. 

CHIEF ANESTHETIST: Well qualified, registered; 200-bed 
southern hospital, well located in progressive southern 
university city; $100, full maintenance, attractive quar- 
ters. H-18. 

CLINICAL INSTRUCTOR: Medical and surgical subjects; 
requires college degree; well-rated middlewestern hos- 
pital, fairly close to Chicago; includes privilege university 
attendance; salary open. H-19. 

DIRECTOR OF NURSES: Interesting opportunity, middle- 
western tuberculosis sanatorium; location near large uni- 
versity offers unusual advantages; salary open. H-20. 

DIETITIAN: Duties include purchasing, supervising depart- 
ment personnel, menu planning, instructing student 
nurses; well-organized southern hospital; $125, full main- 
tenance. H-21. 

FOOD SERVICE DIRECTOR: Cafeteria maintained by large 
social organization, interesting middlewestern city, seek- 
ing young, well qualified individual; $125, meals, month’s 
vacation. H-22. 

HEAD NURSE: Interested in children; attractive oppor- 
tunity, pleasant convalescent home for children; desira- 
ble location, residential suburb large city; $80, mainte- 
nance. H-23. 

MALE NURSE: Responsible, mature; duties include super- 
vision orderly staff; salary commensurate with qualifica- 
tions; interesting location. H-24. 

NIGHT SUPERINTENDENT: Attractive working schedule, 
large southern hospital; advantageous location, large 
university city; salary dependent qualifications. H-25. 

NURSING ARTS INSTRUCTOR: Unusually interesting op- 
portunity and location; large, well-rated hospital offering 
excellent professional contacts; prefer college degree; 
$125, full maintenance. H-26. 

OBSTETRICAL SUPERVISOR: Full charge department; 
progressive middlewestern hospital near Chicago; re- 
quires post graduate training, college work, experience; 
salary open. H-27. 

PEDIATRIC SUPERVISOR: High grade southern hospital 
has opening for unusually well trained, experienced su- 
pervisor; desirable city location; $100, maintenance. H-28. 

PHYSICAL THERAPY TECHNICIAN: Registered, prefer- 
ably with some knowledge X-ray; pleasant New England 
hospital, college town; salary dependent qualifications. 
H-29. 

RECORD LIBRARIAN: Attractive opportunity, 50-bed south- 
ern hospital offering pleasant living, working conditions; 
$90, full maintenance. H-30. 

SCIENCE INSTRUUCTOR: Refined, co-operative woman 
needed; subjects include Chemistry, Anatomy and Physi- 
ology; $125 starting salary to experienced applicant. H- 


SUPERVISOR: Well qualified, with good supervisory record, 
at least thirty-five years of age; excellent opportunity, 
western university hospital; salary open. H-32. 

SUPERVISOR: Small psychiatric unit, large general hos- 

pital; college background desirable; north central loca- 

tion; salary open. H-33. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 


Palmolive Building 
Chicago, Illinois 


ADMINISTRATOR—Lay or medical; 300-bed general hos- 
pital; suburban location; interesting proposition. H2-1. 
NURSE EXECUTIVES—(a) General hospital; present 

census 150; college town; $3, maintenance, (b) 
Graduate nurse for superintendency new hospital, splen- 
didly equipped and built; some training in public health 
work desirable. (c) Superintendent of nurses; college 
hospital, excellently equipped and offering unusual serv- 
ices; graduate nurse staff; duties include some lectur- 
ing; B.S. degree required. (d) Director of nurses; large 
teaching hospital, approximately 200 students; particu- 
larly attractive connection; $3,000, maintenance, H2-2. 
INSTRUCTORS—(a) Science; fairly large school; need not 
report until September; Chicago. (b) Nursing arts; 225- 
bed hospital; daily average of 153 patients; rapid turn- 
over; school and hospital fully approved; 60 students; 
pleasant comfortable living conditions; happy faculty 
family. (c) Nursing arts; 80 students; large graduate 
staff, not far from New York City. H2-3. 
ANESTHETIST—Small hospital in Hawaii; should be in 
early thirties; thoroughly experienced. H2-4. 
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* JOIN THE SWING TO 
REFINITE SOFTENERS 


@ Hospitals, hotels and laundries from 
coast to coast are installing Refinite water 
























conditioning equipment. There is a Re- 


finite unit to solve any water problem. Let 
us help with YOUR problem. 
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@ REFINITE SOFT WATER is the solution to your 
boiler feed problems—entirely eliminates scale and 
the need for boiler compounds, does not cause pit- 
ting of metal. Softened water saves 40 to 70% of ie 
soap and soda—speeds work and saves linens— : 
stops scaling and corrosion in sterilizing equipment. 
Refinite equipment has exclusive use of high-capac- 
ity NATURAL Zeolite, with a durability record of 
more than 20 years. Write for details of Self- 
Liquidating Purchase Plan. 
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